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When hypertension 
is no longer mild... Treatment can still be 
Effective...Safe...Easy 


In moderate to severe hypertension 


Each slow-dissolving tablet contains 1 mg. 
Rauwiloid (alseroxylon) and 3 mg. Veriloid 
(alkavervir)...permits lower, better-tolerated 
doses of Veriloid to exert full effect. Initial 
dose, one tablet t.i.d., p.c. 


In severe, otherwise intractable hypertension 


Provides smoother, less erratic response to oral 
hexamethonium and permits greatly reduced 
dosage of the latter drug (up to 50% less). Each 
tablet contains 1 mg. Rauwiloid and 250 mg. 
hexamethonium chloride dihydrate. Initial 
dose, % tablet q.i.d. 


LOS ANGELES 
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daytime sedation... 


or a good night's sieep 
convert your “barbiturate patients” to... 


HABITUATION TO DORIDEN HAS NOT SEEN REPORTED 


AVERAGE DOSAGE: 
As a Daytime Sedative— 0.25 Gm. t.i.d. or q.i.d. after meais) 
As a Hypnotic—0.5 Gm. at bedtime 


SUPPLY: Tablets (scored), 0.25 Gm. and 0.5 Gm. 
DORIDEN® (giutethimide CIBA) 
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because 

your allergic patients 
need a lift 

a new RK... 


(tripelennamine hydrochloride and methyl-phenidylacetate CIBA) 4 


new, mild stimulant 
and antihistamine 


boost their spirits... relieve their allergic symptoms 


So often the allergic patient is 
tired, irritable, depressed—mentally 
and physically debilitated. Frequent- 
ly, antihistaminic agents themselves HA - 
are sedative, adding to this already 
fatigued and disconsolate state. 


Plimasin, because it combines a 
proved antihistamine with a new, 
mild psychomotor stimulant, over- 
comes depression and fatigue while 
it achieves potent antiallergic ef- 
fects. Its new stimulant component 
—Ritalin—is totally different from 
amphetamine: smoother, gentler in 
action, devoid of pressor effect. 


DosAGE: One or 2 tablets as required. xf 


Each Plimasin tablet contains 25 mg. Pyri- 
benzamine® hydrochloride (tripelennamine 
hydrochloride CIBA) and 5.0 mg. Ritalin® 
(methyl-phenidylacetate CIBA). 


S I B A SUMMIT, N. J. 
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DROPS 


For all youngsters, Vi-DAYLIN’s a honey- 


colored treat with a citrus aroma and 
delicious lemon candy flavor. To mothers, it 
means no refrigeration, no-pre-mixing. 
no coaxing at vitamin time. 
And physicians know V1-DayYLIN as the 
nutritional formula for growing children 
. . a one-a-day teaspoonful of eight 
essential vitamins (including 3 mcg. of body- 
building B,2). In 3-fl.oz., 8-fl.oz. 


and economical pint bottles. 


Each 5-cc. 
teaspoonful of 
VI-DAYL!IN contains: 


VitaminA...... 3000 U.S.P. units 
VitaminD....... 800 U.S.P. units 
Thiamine Hydrochloride... 1.5 mg. 
1.2 mg. 


Pyridoxine Hydrochloride... 0.5 mg. 
Ascorbic Acid 
Vitamin Bi 2. . 


. .. and for infants, Nicotinamide.......... 


Vi-DAYLIN 
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Altepose. 


keeps her appetite— and weight—under control 


MAJOR ADVANTAGES: 1. Overcomes excessive craving for food. 2. Reduces 
tissue water retention. 3. Alleviates nervousness and irritability. 


It’s much easier for your overweight patient to pass ciated with rigid diets. Patients feel happier. 


up rich food—when she’s taking ALTEPOSE. For Each ALTEPOSE Tablet contains 50 mg. ‘Propadrine’ 


ALTEPOSE contains 3 important ingredients which HCI, 40 mg. thyroid and 25 mg. ‘Delvinal.’ 
help overweights stay on their reducing diets. : 

1. Propadrine® controls the patient’s craving for 
food—yet causes less central stimulation than does 
either ephedrine or amphetamine. 


2. Thyroid helps release tissue-bound water—thus 
brings about weight-loss early in the dieting period. 


Philadelphia 1, Pa. 
3. Delvinal® relieves the irritability so often asso- DIVISION OF MERCK & CO., Inc. 
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HAVE YOU HEARD ... 


% That Abbott Laboratories today is safeguarding 
its flavored aspirin with a spring steel bottle cap. 
This is the first such protective closure in the as- 
pirin field and was designed to prevent young chil- 
dren from getting into the family aspirin bottle. 
This new safety cap was produced for Abbott by 
Upressit Products Corporation. 


The use of the spring steel bottle cap is part of 
Abbott’s and the industry’s effort to increase the 
safety of the family medicine chest. 


Abbott’s “Dulcet” brand aspirins are now on the 
market with this new safety cap to prevent children 
from opening an aspirin bottle. To open the bottle, 
“U-Press-It” in the center of the seal; to close, you 
squeeze the sides down and in. This is simple for an 
adult to do, but it requires more strength, coordina- 
tion, and comprehension than a child is capable of. 


% That the Emerson “Electronic Germ-Killer” Air 
Conditioner rapidly reduces airborne bacteria in a 
room to insignificant numbers in addition to the 
usual cooling and ventilating functions of an air 
conditioner. 


Referred to by the company’s President, Benja- 


min Abrams, President of Emerson Radio and’ 


Phonograph Corporation, as “the most revolution- 
ary development in the history of air conditioning,” 
this exclusive unit highlights the company’s exten- 
sive 1956 line of room air conditioners. An indepen- 
dent testing laboratory has certified that this “elec- 
tronic germ-killer” speedily reduces bacteria in the 
air to insignificant numbers. Mr. Abrams pointed 
out that “within ten minutes a room can be cleared 
of is bacterial content.” 


The new “electronic germ-killer” room air condi- 
tioner provides extra safety heath measures in sick- 
rooms, nurseries and hospitals. An unusual feature 
of this unit is its “three-way action”; it can be op- 
erated while cooling, while ventilating or indepen- 
dently. It can be operated during all four seasons 
by itself or in conjunction with the cooling or ven- 
tilating of the premises. 


VAGINAL CREAM 


new... 


medically, 


DELFEN is the first contraceptive 
CREAM reported to be clinically 
effective when used alone. 


pharmaceutically, 


DELFEN is an oil-in-water emulsion— 
a cream. 


chemically, 


DELFEN Cream contains the highest 
concentration of the most potent, 
nontoxic spermicide ever discovered. 


clinically, 


results to date show DELFEN Cream 
to be highly active, very esthetic 
and nonirritating. 
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it’s the 


‘cold” season... 


ages + all stages + all coughs respond to 


ORICIDIN 


*a name synonymous with cold control 


one versatile preparation 

with all the advantages of Coric1pIN 
plus superior cough control 

in a pleasant-tasting syrup 


Each teaspoonful (5 cc.) of 


ij Coricipin Syrup* contains: 

Dihydrocodeinone bitartrate ..... 1.67 mg. 
f Chlorprophenpyridamine maleate... .. 2 mg. 
f Sodium salicylate..... 225 mg. 
Sodium citrate..... 120 mg. 

Caffeine..... 30 mg. 

Glyceryl guaiacolate..... 30 mg. 


*Exempt narcotic. 


Dosage: Adults— One teaspoonful every 
three or four hours not exceeding four 
doses daily. Children 6-12 years— One-half 
adult dosage. Younger children— Adjust 
dosage according to age. 


Packaging: 4 oz., pint, and gallon bottles. 


Coricio1n® Syrup, brand of antitussive-analgesic. 
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Essay Contest 


Rutu Hartcraves, M.D., Houston, Texas, 
Chairman 


APPOINTED REPRESENTATIVE 
HELENA RatTERMAN, M.D., Cincinnati, Ohio, to 
“American Committee for Maternal Welfare” 


STATE DIRECTORS 


Eastern Massachusetts: Cairne F, Ryver, M.D., Rice Island, Cohasset, Mass. 
Indiana: CLEMENTINE Franxowsk1, M.D., 1907 New York Avenue, Whiting. 
Ohio: (Co-Chairmen) : Marjorie Grap, M.D., 1506 Chase Avenue, Cincinnati. 
Jeanne E. Nitcnats, M.D., 2205 Beechmont Avenue, Cincinnati. 
Illinois: Ross MeNeNvIAN, M.D., 2400 West Morse Avenue, Chicago. 
Iowa: Evtyn M. Anperson, M.D., 816 Equitable Bldg., Des Moines 
New Hampshire and Vermont: Aucusta Foster Law M.D., 16 South Street, Milford, N.H. 
Pennsylvania: Resecca M. Ruoaps, M.D., 416 Chichester Lane, Wynnewood, Pa. 
Western Massachusetts: Mary C. SHANNON, M.D., 23 Pleasant Street, Worcester, Mass. 


Wisconsin: Erstne Moore Tuomas, M.D., 200 East Wells Street, Milwaukee. 
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To build giant-size appetites, prescribe... 


Redisol 


CRYSTALLINE VITAMIN B,, 


MAJOR ADVANTAGES: Helps youngsters gain weight. Stimulates hemo- Philadelphia 1, Pa. 
poiesis. Cherry-flavored Elixir or soluble Tablets readily blend with DIVISION OF 
milk, juices, infant formulas. 


MERCK & CO., INC. 
Supplied as REDISOL Tablets: 25,50, 100, 250 meg.; Elixir: 5 meg. per 5 cc. ; 
Injectable: 30, 100, 1000 mcg. per cc. 


AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 
1790 Broadway New York 19, N.Y. 


APPLICATION FOR ASSOCIATE MEMBERSHIP 


Place of Internship 


Associate members do not pay dues but have all the privileges of membership except voting, holding office, 
and membership in the Medical Women’s International Association. Associate membership is open to: medi. 
cal women in the first year of practice, women interns, residents in training, and fellows. Membership in- 
cludes the Journat each month without charge. 


| 
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Please print or type name and address. Check address to which JourNat is to be mailed. _ 
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to speed 
defervescence 

to speed 

convalescence 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., litc. 
Brooklyn 6, N.Y. 


American Medical 


BRANCH OFFICERS, 


ONE, WASHINGTON, D. C. 


President: Esther Nathanson, M.D., 2535 Massachu- 
setts Ave., N.W., Washington, D.C. 


Secretary: Alma Jane Speer, M.D., 3232 Garfield St., 
N.W., Washington, D.C. 


Meetings held first Tuesday, October to May. 


TWO, CHICAGO, ILLINOIS 


President: Elizabeth R. Fischer, M.D., 10401 S. Bell 
Ave., Chicago, Illinois. 


Secretary: Mary Stephens, M.D., 55 East Washington 
St., Chicago, Illinois. 


Meetings held monthly. 


THREE, MARYLAND 
President: Grace Hiller, M.D., Goucher College, Tow- 
son 4. 


Secretary: Mary Matthews, M.D., 8106 Harford Rd., 
Baltimore 14. 


Membership Chairman: Pearl L. Scolz, M.D., 11 
Blythewood Road, Baltimore 10, Md. 


Meetings held first Thursday of month. 


FOUR, NEW JERSEY 
President: Zelda I. Marks, M.D., 742 Clinton Avenue, 
Newark 8. 


Secretary: Gertrude O. Ash, M.D., 866 South 13th 
Street, Newark 8. 


FIVE, PORTLAND, OREGON 


President: Miriam Luten, M.D., 308 Taylor St. Bldg., 
(919 Taylor Street) Portland 5. 


Secretary: Dorothy Vinton, M.D., 2455 N.W. Marshall, 
Suite 5, Portland 10. 


Dinner meetings held every two months, with a sym- 
posium on scientific topics of general interest. 


SIX, OMAHA, NEBRASKA 


President: Aileen Mathiasen-Sciortino, M.D., 6 Hall 
St., Council Bluffs, Iowa 


Secretary: Louise M. Camel Farrage, M.D., 478 Elm- 
wood, Council Bluffs, lowa 


EIGHT, NEW ORLEANS, LOUISIANA 


President: Georgiana J. von Langermann, M.D., 1430 
Tulane Avenue, New Orleans. 


TEN, WISCONSIN 


President: Mary Van Vleet, M.D., 425 E, Wisconsin 
Ave., Milwaukee. 


Secretary: Elaine K. Pedersen, M.D., 6040 W. Lisbon 
Ave., Milwaukee. 
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Women’s Association, Inc. 


1955-1956 


ELEVEN, SOUTHWESTERN OHIO 


President: Gail Englander, M.D., 3729 Reading Road, 
Cincinnati 29. 


Secretary: Gwendolyn Morris, M.D., 421 Burns, Wy- 
oming 15. 


Meetings held second Tuesday, September, November, 
January, March, May. 


TWELVE, COLUMBUS, OHIO 


President: Dorothy F. Falkenstein, M.D., 188 E. State 
St., Columbus. 


THIRTEEN, SAN DIEGO, CALIFORNIA 
President: Mary Fishel, M.D., 4752 Palm Ave., La 


Mesa. 
Secretary: Margaret Siems, M.D., 233 A St., San Diego. 


Meetings held every other month on fourth Thursday. 


FOURTEEN, NEW YORK, NEW YORK 
President: Rosa Lee Nemir, M.D., 303 East 20th St., 
New York. 


Secretary: Julia V. Lichtenstein, M.D., 2 West 87th 
St., New York. 


Membership Chairman: Adelaide Romaine, M.D., 35 
West 9th Street, New York. 


FIFTEEN, CLEVELAND, OHIO 
President: Gerda Allen, M.D., Osborn Bldg., Cleve- 
land. 


Secretary: Kathryn Hoffman, M.D., Schoffield Bldg., 
Cleveland 


SIXTEEN, PITTSBURGH, PENNSYLVANIA 
President: Pearl G. McNall, M.D., 4 Angora Rd., Car- 
negie. 


Secretary: Hilda Kroeger, M.D., Magee Hospital, Pitts- 
burgh 13. 


EIGHTEEN, NEW YORK STATE 
President: Myrtle Wilcox Vincent, M.D., 134 Main 
St., Binghamton. 


Secretary: Elizabeth Olmstead, M.D., 568 Lafayette 
Ave., Buffalo. 


Membership Chairman: Marguerite P. McCarthy- 
Brough, M.D., 1811 West Genessee Street, Syracuse. 


NINETEEN, IOWA 
President: Ruth Wolcott, M.D., Spirit Lake. 


Secretary: Jean Glissman, M.D., 1068 42nd St., Des 
Moines. 


Meetings held each April, in conjunction with state 
medical meeting. 
(Continued on page 17) 


prescribe 


Tetracyn 


BRAND OF TETRACYCLINE 


Pfizer - discovered 
tetracycline, for 
broad-spectrum 
antibiotic activity, 
fortified with 
water-soluble 
vitamins to meet 
the metabolic 
“‘stress’’ demands 
of fever and 
infection. 


Capsules 250 mg. 


T for Pfizer-originated 
*Tradomark for Pfizer-c ated, 
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An amazing abundance of “new” con- 
cepts in treatment are on continuous 
parade for one of the most vexing of 
all problems, the patient with the trouble- 
some vagina. Consider the rationale of 
one product, AVC Improved, accepted, 
and in ever-expanding use these 12 years, 
which contains the best of these “new” 
ideas that have long been recognized by 
the medical profession. 


Proved Therapeutic Efficacy 


“surface-active explosive’ “spreading, 
penetrating agent’ — AVC’s 9- amino- 


acridine provides this. 


“buffered vaginal pH” — AVC’s water- 


miscible acid carrier provides this. 


“nutrient for normal vaginal flora 


AVC's lactose provides this. 


“mucus digestion’ — AVC’'s allantoin 


aids this action. 


“pathogen killing power’ “immediat 
relief of odor and itchine’”—AVC's mu 
tually supportive allantoin-sulfanilamide- 


9- aminoacridine provides this 


“restoration of vaginal mucosa’ AVC 


tissue-stimulating allantoin aids this 


Only AVC Improved provides all of 
these. Its action is basic to prevent re- 
currence. AVC is outstanding because it 
has long offered the best in vaginitis treat- 
ment. AVC Improved is supplied in 4 oz. 
tubes with or without an applicator. 


Send for samples and reprints. 


“CLINICAL ENZYMOLOGY” a film 
depicting a New Era in Medicine is now 
available for showing at medical meet- 
ings upon your request. And be sure to 
watch for the MED-AUDIOGRAPHS, 
a series of recorded clinical discussions. 
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By relieving nervous tension, Noludar 
*Roche' usually permits the patient 
to fall asleep naturally. Noludar 

is a gentle sedative-hypnotic; it is 
not a barbiturate and not habit- 
forming. 50-mg tablets for sedation; 
200-mg tablets for insomnia, 


Noludar® -- brand of methyprylon 
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It provides Gantrisin” PLUS penicillin... 


for well-tolerated, wide-spectrum anti- 
- bacterial therapy...in tablets of two 


strengths -- Gantricillin-300 'Roche' for 


: severe cases; Gantricillin (100) for mild 
cases -- and in an easy-to-take suspension 
for children -- Gantricillin (acetyl)-200. 


Hoffmann - La Roche Inc «+ Nutley | 
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American Medical Women’s Association, Inc. 


BRANCH OFFICERS -1955-1956— (Continued) 


TWENTY (BLACKWELL), DETROIT 
MICHIGAN 
President: Ann Lo Grippo, M.D., Henry Ford Hospital, 
Detroit. 
Secretary: Kathryn O’Connor, M.D., 14301 Grand 
River, Detroit 27. 
Meetings held five times a year. 


TWENTY-THREE, LOS ANGELES, 
CALIFORNIA 


President: Elsie H. Ferrel, M.D., 690 East California, 
Pasadena. 


Secretary: Pauline Roberts, M.D., 3460 Virginia Road, 
Los Angeles 16. 


Membership Chairman: Elizabeth Mason-Hohl, M.D., 
1234 Vermont Avenue, Hollywood. 


TWENTY-FOUR, KANSAS 
President: Mary T. Glassen, M.D., Phillipsburg. 
Secretary: Ruth P. Spiegel, M.D., Formosa. 
Next meeting will be held on call. 


TWENTY-FIVE, PHILADELPHIA, 
PENNSYLVANIA 


President: Mary D. Varker, M.D., 604 Sussex Road, 
Wynnewood. 


Secretary: Marjory A. Meyer, M.D., 916 Edmonds 
Avenue, Drexel Hill. 


Meetings held three times a year. 


TWENTY-SIX MINNESOTA 
President: Della G. Drips, M.D., Oronoco. 


Secretary: Hilda Luck, M.D., 531 N. 4th Street, 
Mankato. 


TWENTY-NINE, ATLANTA, GEORGIA 
President: Vernelle Fox, M. D., 1293 W. Peachtree 
Street, N.W., Atlanta. 


Secretary: Eleanor Bundy, M. D., 706 Church Street, 
Decatur. 

Membership Chairman: Virginia Tuggle, M.D., 822 
Columbia Drive, Atlanta. 

Meetings held third Saturday, alternate months. 


THIRTY, UPPER CALIFORNIA 


President: Roberta F. Fenlon, M.D., 490 Post St., San 
Francisco. 


Secretary: Anah C. Wineberg, M.D., 3120 Webster St., 
Oakland 9. 


THIRTY-ONE, MISSISSIPPI 


President: Eva L. McLorn, M.D., 964 N. State St., 
Jackson. 


Secretary: Ruth R. Burroughs, M.D., 2912 N. State 
St., Jackson. 


THIRTY-TWO, WESTERN NORTH CAROLINA 

President: Irma MHenderson-Smathers, M.D., 1295 
Merriman Ave., Asheville. 

Secretary: Louise Galloway, M.D., 25 Arthur Rd., 
West Asheville. 


Membership Chairman: Ethel Brownsberger, M.D., 75 
Hendersonville Rd., Biltmore, N.C. 


THIRTY-THREE, FLORIDA 


President: Rose E. London, M.D., 1085 Dade Bivd., 
Miami Beach. 


Secretary: Charlotte Wolkins, M.D., 748 N.E. 127th 
St., North Miami. 


THIRTY-FOUR, ARKANSAS 


President: Elizabeth D. Fletcher, M.D., 705 Donoghey 
Bldg., Little Rock. 


Secretary: Martha M. Brown, M.D., State Hospital, 
Little Rock. 


THIRTY-FIVE, PUERTO RICO 


President: Alice Reinhardt, M.D., Santorio Insula, Rio 
Piedros. 


Secretary: Maria Amelia Pares, M.D., Professional 
Building, Santurce. 


THIRTY-SIX, ALAMEDA COUNTY, 
CALIFORNIA 


President: Miriam Rutherford, M.D., 2929 Summit 
St., Oakland 


Secretary: Dorothy McDonald, M.D., 2490 Channing 
Way, Berkeley. 


THIRTY-SEVEN, SEATTLE, WASHINGTON 


President: Phyllis Leibly, M.D., 4530-51st St., N.E., 
Seattle. 


Secretary: Lily E. Schoffman, M.D., 828 Fourth and 
Pike Bldg., Seattle. 


THIRTY-EIGHT, LONG BEACH, CALIFORNIA 


President: Mary Callaghan, M.D., 384 Redondo 
Ave., Long Beach. 


Secretary: Primitiva Demandante, M.D., 908 North 
Avelon Blvd., Wilmington. 


THIRTY-NINE, BOSTON, MASSACHUSETTS 


President: Victoria Cass, M.D., 4 Myopia Road, Win- 
chester. 

Secretary: Marian W. Perry, M.D., 88 Scotland Road, 
Reading. 


Membership Chairman: Mary I. Tompkins, M.D., 
1108 Beacon St., Brookline 46. 


FORTY, DALLAS, TEXAS 


President: Katharine Bennett, M.D., 915 St. Joseph, 
Dallas, Texas. 


Secretary: Harriet Rogers, M.D., 4307 Camden, Dal- 


las, Texas. 


Please report all changes in Branch officers 
and chairmen as soon as possible to American 
Medical Women’s Association, 1790 Broadway, 
New York 19, New York. 
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Medical Women’s International Association 


President: Dr. M. Yotanpa Tosont Da at, 1, via Giustiniano, Milan, Italy. 
Past President: Dr. Apa Curee Rem, 118 Riverside Drive, New York 24, U.S.A. 
Hon. Treasurer: Dr. H. pe Roever-Bonnet, J. van Eyckstraat 8, Amsterdam, Holland. 
Hon. Secretary: Dr. Janet K. ArrKen, Acacia House, 30a Acacia Road, Regent’s Park, London, England. 
Vice-Presidents: Pror. Marie L. CHevreL, 14, rue des Fossees, Rennes, I. et V., France. 
Dr. INGER Hatporsen, Rikard Nordraksgtn 4, Bergen, Norway. 
Dr. ANNA 23 Mazastr, Tel-Aviv, Israel. 
Dr. Fe vet Munpo, 34 Kitanlad, Quezon City, Manila, Philippines. 
Dr. ANNA WALTHARD-ScHaETTI, Eierbrechstr. 71, Zurich 7, Switzerland. 


Dr. Marion Hixuiarp, 716, Medical Arts Bldg., Toronto, Canada. 


* * * * 


National Corresponding Secretary to the Medical Women’s International Association: 


M. Eucenia Gers, M.D., 1277 Clinton Place, Elizabeth, New Jersey. 


1956 ANNUAL MEETING 
June 7-11, Chicago 


| Room Reservation 
Mr. Paul R. Moyer 

Reservation Manager 

Sheraton-Blackstone Hotel 

Chicago, Illinois 


Please make reservations as follows for the American Medical Women’s Association Meeting: 


$ 6.00 to $13.00 
Double Bedded Room with bath $13.85 to $14.85 
: Twin Bedded Room with bath $14.85 to $19.00 
7 (Indicate price room desired) 
, and depart on — 
Name - 


If reservation is for more than one person, please state name and address of other person: 


PLEASE MAKE RESERVATIONS AS SOON AS POSSIBLE 


At 
3 
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guick— 
with 
B complex? = ff (ABBOTT'S B COMPLEX TABLETS WITH C) 
Each SUR-BEX with C tablet supplies: ; 
Thiamine Mononitrate................ 6 mg. 
Nicotinamide.............. 
Pyridoxine Hydrochloride............. 1 mg. 
Vitamin By (as vitamin B12 concentrate)... 2 mcg. 
Pantothenic Acid (as calcium pantothenate). 10 mg. 
Liver Fraction 2, N.F.......... (5 grs.) 300 mg. 
Brewer's Yeast, Dried....... (2% grs.) 150 mg. 


As a dietary supplement: 1 or 2 tablets daily. 
For stress, or postoperative convalescence: 2 or more tablets daily. ar ee ee 
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She adds her fancy: 


she looks for its delicate yet 
firm texture, cleanly scented clarity, 
and soothing, gentle lubrication, 


to your prescription facts: 
full coating; occludes as it covers 

vaginal walls; optimal spreading 

for maximum coital mixing; 

greatest spermicidal 


opportunity; blandly 
protective of the entire 
mucosal area. 


When contraception 
is indicated 
for young married couples. 


and Diaphragms 


DISTRIBUTED BY GEORGE A. BREON & COMPANY, 1450 BROADWAY, NEW YORK 18, NEW YORK 
'N CANADA: E. & A. MARTIN RESEARCH LTD., 20 RIPLEY AVE., TORONTO, CANADA 
MANUFACTURED BY ESTA MEDICAL LABORATORIES, INC., CHICAGO 38, ILLINOIS 


American Medical 


Women’s Association, Inc. 


JUNIOR BRANCH OFFICERS 
1955-1956 


UNIVERSITY OF ALABAMA 
President: Maude Dieseker, 800 South 20th Street, 
Birmingham, Alabama. 


Secretary: Betty Jean McBride, 800 South 20th Street, 
Birmingham, Alabama. 


UNIVERSITY OF ARKANSAS 
President: Betty Ann Lowe, University of Arkansas 
School of Medicine, Little Rock, Arkansas, 
Secretary: Betty Jane McClellan, 222 West “G” Street, 
Park Hill, North Little Rock, Arkansas. 
ESTHER C. MARTING JUNIOR BRANCH, 
CINCINNATI, OHIO 
President: Germaine Hahnel, 2991 Werk Road, Cin- 
cinnati, Ohio. 
Secretary: Yvonne Mohlman, 6928 Miami Bluff Drive, 
Mariemont, Ohio. 
MEDICAL COLLEGE OF GEORGIA 
President: Martha Katherine Dull, 514 Martin Lane, 
Augusta, Georgia 
Secretary: Barbara Castleberry, Medical College of 
Georgia, Augusta, Georgia. 
HAHNEMANN MEDICAL COLLEGE 
President: Audrey Krauss, 300 South Camac Street, 
Philadelphia, Pennsylvania. 
Secretary: Mary Rorro, 148 North 15th Street, Phila- 
delphia, Pennsylvania. 


HOWARD UNIVERSITY 
President: Sarah Ewell, Wheatley Hall, Howard Uni- 
versity, Washington, D.C. 
Secretary: Z. Ozella Thompson, Wheatley Hall, 
Howard University, Washington, D.C. 
NORTHWESTERN UNIVERSITY 
President: Marianne Whowell, 2118 N. Sedgwick, 
Chicago, Illinois. 
Secretary: Frances Taylor, 1160 N. State Street, Chi- 
cago, Illinois. 
UNIVERSITY OF UTAH 
President: Frances R. Beier, 3396 E 3900 South, Salt 
Lake City, Utah. 
GEORGE WASHINGTON UNIVERSITY 
President: Virginia Duggins, 2354 North Quincy, Ar- 
lington, Virginia. 
Secretary: Kathryn Williams, 1610 19th Street, N.W., 
Washington, D.C. 
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You trust ite quality 


for many 


The delicious and refreshing flavor of 
Coca-Cola was born of imagination and 
knowledge 68 years ago. And through the 
years the quality has been maintained by 
constant vigilance of those who produce 
Coca-Cola. 


Your confidence in the wholesome good- 
ness of Coca-Cola is our reward! Here are 
safeguards of the quality you enjoy in each 
frosty bottle of Coke: 


1. The water is treated and made neutral 
to taste to protect the delicate flavor 
of Coca-Cola. 


2. Ingredients in Coca-Cola are the finest 
obtainable in the markets of the world. 
Nine sunny climes contribute good 
things to its delightful taste. 


3. Chemists in syrup plants make con- 
tinuous tests for strength, taste and 
purity. 


4. The Coca-Cola Company holds classes 
in quality control and plant operation 
for bottling plant personnel. 


5. Traveling laboratories, manned by 
graduate chemists and engineers, criss- 
cross the nation, bringing to bottling 
plants the latest refinements in quality 
control. 


Have a Coke today...and you'll un- 
derstand how time, vigilance and patient 
care safeguard the quality you trust in 
Coca-Cola. 


PAT. OFF. 
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PHOTO D°TS. CANERA: 4X5 REFLEX; EXPOSURE: 1/200 SEC. AT F.8 EXISTING LIGHTING, 


Tetracycline Lederle 


2 


widely prescribed because of these 
important advantages: 


1) rapid diffusion and penetration 
2) prompt control of infection 


3) true broad-spectrum activity (proved 
effective against a wide variety of 
infections caused by Gram-positive and 
Gram-negative bacteria, rickettsiae, 
and certain viruses and protozoa) 


4) negligible side effects 


5) every gram produced in Lederle’s own 
laboratories under rigid quality control, 
and offered on/y under the Lederle label 


6) a complete line of dosage forms 


= 
— 
] 
| 
| 
| 
| 
: 
@ ; 7 ty 
rat 


, 


in prolonged illness, prescribe 


ACHROMYCIN SF 


TETRACYCLINE With STRESS FORMULA VITAMINS 


filled sealed capsules 


Attacks the infection, bolsters the body’s (a Lederle exclusive!) for more rapid 

natural defense. Stress vitamin formula suggested and complete absorption. No oils, no 

by the National Research Council in dry-filled, paste, tamperproof! 


sealed capsules with ACHROMYCIN, 250 mg. ; 
Also available: ACHROMYCIN SF ORAL 
SUSPENSION (Cherry Flavor), 125 mg. per 5 cc. 


LEDERLE LABORATORIES DIVISION ameascaw Cyanamid company PEARL RIVER, NEW YORK : 
*REG. U. S. PAT. OFF. aa 
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FOR THREE GENERATIONS, PHARMACIES 
HAVE SUPPLIED ANTACID, EFFERVESCENT 


Sal Hepatica. 


Since 1897, pharmacists have been dis- 
pensing Sat HeEpatica—the fast-acting 
yet gentle laxative. 


Because sparkling SaL HEPATICA is 
both antacid and effervescent, it passes 
rapidly through the stomach. In the intes- 
tine it provides fluid bulk by its osmotic 
action. This bulk stimulates peristalsis. 
Prompt evacuation usually follows— 
within an hour, if taken before breakfast 
—before bedtime, if taken half an hour 
before the evening meal. 

SaL HEPATICa is pleasant-tasting, acts 
without griping, therefore is liked by 
patients. Because it is antacid, it relieves 


the gastric hyperacidity frequently 
accompanying constipation. 


LAXATIVE 


CATHARTIC 
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Her most important asset is her health. > With health, 
she is happy, relaxed and capable of serving her family 
and community. » Today, parents turn to their family 
physician for advice on scientific methods of child- 
spacing, for it is he who recognizes the medical neces- 


sity for such advice... guides her...and earns her 


gratitude. Without this attention from her doctor, in 


whom she places her confidence, her family goals would 
not be easily obtained. It's the incomparable knowl- 
edge, skill and experience of her doctor...and doctors 


everywhere...whose judgment is to recommend for their 


patients’ health and happiness 


AVAILABLE AT ALL LEADING PHARMACIES + KOROMEX JELLY, CREAM AND DIAPHRAGM COMPACT 


HOLLAND-RANTOS COMPANY. INC. 145 HUDSON STREET NEW YORK 13, N. Y. 
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ELI 


LILLY AND COMPANY 


The very short action of ‘Valmid’ per- 
mits your insomnia patient a quicker 
onset of normal sleep and a completely 
refreshed awakening. ‘Valmid’ also pro- 
vides a wide margin of safety. Kidney 
or liver damage does not contraindicate 
its use. 

For your next patient with simple 


(ETHINAMATE, LILLY) 


the nonbarbiturate sedative witha four-hour action span 


INDIANAPOLIS 6, 
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insomnia caused by mental unrest, 
excitement, apprehension, or extreme 
fatigue, consider ‘Valmid’ for gentle, 
restful sleep. 


DOSAGE: Prescribe 1 or 2 tablets (usu- 
ally 1 suffices) to be taken about twenty 
minutes before bedtime. 


INDIANA, U.S.A. 
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AMERICAN MEDICAL WOMENS ASSOCIATION 


VOLUME 11 


FEBRUARY 1956 


NUMBER 2 


The Effects of Chlorpromazine Premedication 
On Anesthesia and Postanesthetic Symptoms" 


Eva Goddin Cutright, M.D. 


HLORPROMAZINE, a synthetic compound de- 
( rived from phenothiazine, was first isolated 

in France in 1950, and investigated there 
clinically by Laborit in 1951.’ In Canada, Hudon * 
was among the first to investigate it when it became 
available in 1952.** At about the same time, clini- 
cal investigation of this drug was started in the 
United States. Preliminary results of the applica- 
tion of chlorpromazine to surgical procedures 
seemed encouraging enough to warrant a more 
extensive investigation. 

Herein are summarized the results of a study of 
the effects of chlorpromazine hydrochloride admin- 
istered to 571 patients during the first 10 months of 
1954 at the Wooster Community Hospital. 
Wooster, Ohio. 

Early in the investigation of chlorpromazine, its 
use was restricted to the younger normotensive pa- 
tient, who is considered a good risk, and it was ad- 
ministered intravenously prior to surgery. Gradual- 
ly, its use was extended to the hypertensive patient 
in the younger age group and it was added to the 
usual bedtime and preoperative medication. Finally, 
it was added to the premedication of the older 
arteriosclerotic patient, who is considered a poor 
risk. The surgical procedures and age ranges are 


indicated in the Table. 


*This paper will be read at the Fifth Congress of 
the Pan American Medical Women’s Alliance, March 
1956, in Santiago, Chile. 


Preoperative Medication and the Induction of 
Anesthesia. In most cases the following schedule 
was adhered to: 

1. At bedtime, on the day prior to surgery, 100 
mg. of seconal® sodium or 100 mg. of pentobarbital 
sodium and 25 mg. of chlorpromazine hydrochlo- 
ride were given orally. Children and the aged re- 
ceived lesser amounts of the barbiturates, and in 
some cases received none. 

2. The same medication, in the same doses, was 
given one and one-half hours before surgery. 

3. One hour before surgery, 25 mg. of chlorpro- 
mazine, 50 to 100 mg. of demerol®, and 0.3 to 0.4 
mg. of scopolamine were given intramuscularly. 

Usually, induction was started with a short-acting 
barbiturate, a dose of from 50 to 250 mg. being 
administered, In preparation for short operations. 
the minimum dose was used, and in some cases 
barbiturates were omitted since rapid and com- 
fortable induction in chlorpromazine-premedicated 
patients was possible when cyclopropane, N-O, or 
even ether was used. A light surgical plane of 
anesthesia was maintained with one of the above 
agents and curare injected as needed for muscle 
relaxation. 


**In Canada and France, chlorpromazine is also 
known as largactil®, its trade name, and in the United 
States as thorazine® (produced by Smith, Kline & 
French Laboratories). 


Dr. Cutright is Chief of the Department of Anesthesiology, Wooster Community Hospital 
Wooster, Ohio, and Director of the Department of Anesthesiology, Beeson Clinic, Wooster, Ohio. 
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TABLE 
Major Categories, Surgical Procedures, Numbers of 
Cases, and Age Ranges of Patients Pretreated with 
Chlorpromazine at Wooster Community Hospital, 
Wooster, Ohio, January to October 1954. 


Age Range 
Category and Procedure No. of Cases (years) 
Upper Abdominal 
6 41-65 
Cholecystectomy .......... 38 19-79 
Laparotomy—cancer ....... 69-83 
51 
Lower Abdominal 
Panhysterectomy ........... 26 36-72 
Cesarean section ........... 23 19-46 
Appendectomy 24 13-72 
Nephrolithotomy ........... 3 35-62 
125 
Vaginal 
Hysterectomy, 
sepeir 19 25-75 
Cervicectomy and repair .... 5 46-62 
Dilation and curettage ...... 60 13-76 
87 
Obstetric 
Normal delivery 27 18-35 
Pediatric 
Tonsillectomy 
and adenoidectomy ....... 82 3-12 
Appendectomy ............ 5 6-12 
/ 3 mo.—i2 yr 
Miscellany 
Thyroidectomy ............ 10 35-64 
Hemorrhoidectomy ......... 31 23-61 
Orthopedic surgery (3) ..... 34 18-92 
Plastic surgery (4) ........ 44 1-12 
187 
571 


(1) Includes hernia repair, common bile duct ex- 
ploration, common bile duct reconstruction. 

(2) Colectomy (2); radical dissection of groin (2): 
repair of deep laceration in kidney area (1); my- 
ectomy (1); presacral neurectomy (1) tubal 
pregnancy (1); suprapubic prostatectomy (2): 
combined perineal (2). 

(3) 7 geen varied from simple fractures to fusion 
of hip. 

(4) Includes removal of hemangiomas, skin grafting. 
repair of iridocele, pyloroplasty, and so forth. 

(5) Includes radical mammectomy (3), biopsies, cys- 
toscopies, laryngoscopies, bronchoscopies, tonsil- 
lectomies and adenoidectomies in adults (60), skin 
grafts (3), pilonidal cyst excision, excision of 
coccyx. 
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REsULTs AND Discussion 


General Anesthesia. With the exception of chlor- 
promazine, the premedication drugs mentioned ear- 
lier have long been our choice and, consequently, it 
was less difficult for us to evaluate the effects of 
chlorpromazine. 

In our experience, the patient usually arrived 
in surgery calm and relaxed, and indifferent to 
venipuncture which, incidentally, was greatly facili- 
tated because of chlorpromazine-induced vasodila- 
tation, evident even in the small veins of the hand. 
Hudon and Jacques * have also remarked on this 
vasodilatation. Blood pressure usually was lower 
than before premedication. An increased pulse rate 
was common but not universal. Reduction of blood 
pressure was proportionately greater in the hyper- 
tensive patient, the normotensive patient often show- 
ing only a slight change. However, after anesthesia 
was established, both groups showed a further drop 
in blood pressure which stabilized at around 100/60 
mm. Hg; the average pulse rate at this point was 
80 to 90. The dropping of the lower extremities or 
the use of a horizontal or slightly reversed Trendel- 
enburg position increased the fall in blood pressure. 
These positions were used only briefly to gain better 
vision in the operative field. With an increase in the 
flow of intravenous fluids, Trendelenburg position, 
and cyclopropane anesthesia, the blood pressure was 
promptly raised. This was also the experience of 
Martin and her co-workers.* Laryngeal spasm was 
rare. When ether was used to maintain anesthesia, 
a supplementary dose of 25 mg. of chlorpromazine 
was injected intravenously before the patient left 
the operating room, thus preventing postoperative 
vomiting. Also, small doses were used intravenously 
to supplement anesthesia during long operations. 
With these supplementary intravenous injections. 
there was usually a brief fall of blood pressure and 
a rise in pulse rate, but within 20 minutes both 
stabilized at their previous levels. 

During the early part of the study, the barbiturate 
was omitted from the premedication, and the usual 
dose of demerol and scopolamine injected intra- 
muscularly about one hour prior to surgery. Well 
diluted chlorpromazine was then injected intra- 
venously while the patients were in the operating 
room. This promptly made them relaxed and quiet. 
Induction was rapid and smooth and the patients 
were maintained on less than the usual amount of 
anesthetic agent. In this early part of the series, 
a rise in pulse rate to a range between 120 and 
130 frequently accompanied by a precipitous fall 
in blood pressure was alarming. Later, premedi- 
cation with a divided oral and intramuscular dose 
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CHLOROPROMAZINE PREMEDICATION 


produced a gentle lowering of the blood pressure 
with little or no disturbance in the pulse rate; at 
the same time the patient was amnesic, calm, and 
relaxed. 


Chlorpromazine-Potentiated Spinal Anesthesia in 
Various Operative Procedures. For several years, 
spinal analgesia has been used at the Community 
Hospital without a vasopressor. In the operating 
room, prior to spinal puncture, the apprehensive 
patient was given a small supplementary dose of 
pentothal ® sodium intravenously. However, with 
the addition of chlorpromazine to the premedica- 
tion, it was found that most patients were already 
calm and relaxed, so that the spinal puncture could 
be accomplished easily without the intravenous ad- 
dition of pentothal. The lateral position was usually 
chosen. If the sitting position was to be used, only 
25 mg. of chlorpromazine was given preoperative- 
ly instead of the usual total dose of 75 mg. With 
the amount of chlorpromazine lessened, there was 
not the precipitous fall in blood pressure following 
intrathecal medication that is seen with a high 
spinal anesthesia. Systolic pressure ranged between 
110 and 60 mm. Hg and the pulse between 90 
and 50, depending on positioning, All patients were 
warm and dry, and they were easily intubated. 
When spinal anesthesia was used in long ortho- 
pedic procedures, chlorpromazine given in 12.5 mg. 
doses kept the patient quiet, relaxed, and free from 
anxiety through several hours of surgery and well 
into the postoperative period. Morris, Mathews, and 
Moyer ‘ have reported similar results. Chlorproma- 
zine used adjunctively in spinal anesthesia also 
proved valuable in protracted bilateral hernia oper- 
ations and vein strippings. 

In those patients undergoing direct laryngoscopic 
examinations and bronchoscopies, where anesthesia 
was indicated, it was found that with chlorproma- 
zine premedication not only was the procedure 
facilitated, but also less pentothal and curare were 
needed to produce good relaxation. On awakening, 
the patients remained calm, and there was no tend- 
ency to cough. Post-examination edema of the larynx 
was present in less than the usual degree. 

With the 23 cesarean sections, chlorpromazine 
premedication has been dramatically successful. Not 
only have all the mothers and the newborn done 
well, but also all the several mothers who had had 
previous sections stated that this had been the 
most comfortable anesthesia they had experienced. 
Although previous to spinal analgesia the blood 
pressure was often around 100/60 mm. Hg and 
afterward it has usually fallen to around 80/50. 
mm. Hg, there was no retching or vomiting. O» 
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was given by mask and intravenous 5 percent dex- 
trose in water was administered. Blood was always 
available but seldom used. When inhalation anes- 
thesia was used, small amounts of cyclopropane and 
curare proved sufficient for this type of operation. 

In 27 normal deliveries, chlorpromazine was used 
in the terminal stages. With an intravenous solu- 
tion flowing, 50 mg. of chlorpromazine was diluted 
and injected intravenously. In a few minutes, 6 to 
8 mg. of d-tubocurarine was injected intravenously. 
After the patient had taken a few breaths of cyclo- 
propane, the obstetrician had ideal working condi- 
tions for forceps or version. Frequently, no further 
anesthesia was needed for episiotomy repair. There 
were no complications. All babies cried at once. De- 
pending on the amount of premedication, the 
mothers slept for varied periods of time and on 
awakening regarded the labor experiences cheer- 
fully. Dryness of the mouth and nasal congestion 
were the only side effects noted. 


Generally, in pediatric cases, the addition of 
chlorpromazine to the premedication resulted in a 
calmer child who was easily induced and in whom 
lesser amounts of anesthetics were needed. Also, the 
usual amount of premedicants could be reduced by 
one half. In tonsillectomies and adenoidectomies, 
particularly where there was partial obstruction 
owing to gross hypertrophy of ‘the faucial tonsils, 
it was noted that early relaxation of the jaw per- 
mitted easy and prompt insertion of an airway or the 
mouth gag. There was less laryngospasm, even 
when ether was used. Furthermore, the throat-drying 
effect of chlorpromazine enabled a reduction or even 
omission of scopolamine in children under 5 years 
of age. 

With chlorpromazine premedication, many of 
the children did not vomit at all postoperatively, 
even when ether was used. In the relatively rare 
cases of vomiting, it was noted that the greater 
relaxation of the jaw permitted a more prompt 
removal of the vomitus with an aspirator. The effect- 
iveness of chlorpromazine in controlling nausea and 
vomiting has been reported elsewhere.’*® In our ex- 
perience, particularly in those children who had eat- 
en immediately prior to emergency surgery, this 
property of chlorpromazine proved invaluable. 

Another point of significance was noted in con- 
nection with skin grafting and the changing of burn 
dressings in children: With the patient in Trendel- 
enburg position, and the affected area elevated, 
there was a marked reduction of bleeding in those 
children pretreated with chlorpromazine. 


Postoperative Symptoms in Patients Premedicated 
with Chlorpromazine. The usual recovery pattern 
was one of alternate awakening and falling asleep, 


= 
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with amnesia during the first postoperative hours. 
During this somnolent state, the patients were quiet 
and co-operative. The amount of postoperative 
medication was reduced. Thus an adult often re- 
ceived only one hypodermic injection of 100 mg. 
of demerol following a hernia operation, and 
several patients who had undergone gastrectomies 
were comfortable with from two to six postopera- 
tive injections. 

The amount of the sedatives given postoperative- 
ly to chlorpromazine-treated patients must be 
watched carefully, particularly if the patient is to 
be gotten out of bed early. The synergistic qualities 
of this drug with sedatives contraindicate the com- 
mon routine use of hypodermic sedation every four 
hours. One-half the usual dose at longer intervals 
is sufficient. 

Routines that had formerly been followed for 
administering blood and fluids during operative 
procedures also had to be revised in chlorproma- 
zine-treated patients. These patients perspired less 
and so lost little fluid through the skin. The trau- 
matic loss of blood during surgery was diminished, 
so that in most cases no replacement was necessary. 
In others, only a small amount was needed. If. 
coward the end of a lengthy operation, the blood 
pressure was below 100 mm. Hg, blood was usually 
given. The use of from 1,000 to 2,000 cc. of 5 per- 
cent dextrose in water or in saline, some during 
surgery and the remainder in the postoperative 
period, was routine. More than this amount, if 
administered to elderly patients, may elevate the 
blood pressure to alarmingly high levels: Chlorpro- 
mazine produces vasodilatation, and an excessive 
amount of fluid given before this action of the 
drug has terminated produces an overfilled vascular 
tree with the subsequent dangers of heightened 
pressure when the action ceases. The surgeon should 
be appraised of the indicated changes in fluid ad- 
ministration when chlorpromazine is used. 


SUMMARY 


Administered as an adjunct to premedication 
orally or intramuscularly, or, during surgery, intra- 
venously, chlorpromazine had the following effects: 

1. Produced a calm, relaxed, co-operative patient 
with excellent amnesia. 

2. Potentiated the action of both the premedi- 
cants and anesthetics so that lesser amounts of these 
could be used to provide the required depth of 
anesthesia or analgesia. 

3. Provided greater than usual muscle relaxation 
which in turn facilitated spinal puncture, aided 
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intubation in laryngoscopies and bronchoscopies, 
and expedited tonsillectomies and adenoidectomies. 


4. Dilated the venous system so that venipunc- 
ture was facilitated, operative vein stripping was 
made easier, and blood loss was diminished. 


5. Controlled vomiting in most patients, both 
during and after anesthesia. 


6. Reduced the amount of postoperative sedation 
necessary. 


The lower blood pressure and activity immedi- 
ately following surgery have not caused atelectasis 
or thrombosis, and kidney function has been satis- 
factory. Since nausea and vomiting were rare, ap- 
petite returned promptly. Early feeding and am- 
bulation and the reduction in postoperative need 
for drugs seemed to hasten recovery. 


ADDENDUM 


Further experience gained with chlorpromazine 
in an additional 797 patients over a period of 11 
months has added perspective. The drug is now 
available throughout the country and has become 
familiar to specialists in many fields as well as to 
the general practitioner. Because of its increasing 
use in the field of anesthesia, in the physician’s 
office, and in the smaller hospitals where trained 
personnel may not always be available to initiate 
and guide its administration, some of the difficulties 
that may be encountered should be mentioned: 


1. The chlorpromazine-treated patient looks dif- 
ferent and acts differently from the patient who 
was premedicated with the usual drugs and given 
the customary anesthetic of ether, cyclopropane, 
pentothal, or a combination of these. The nurse, if 
uninstructed, may become alarmed and think that 
the patient is in shock because the blood pressure 
is 80/40 mm. Hg. She may not balance this ob- 
servation with the fact that the patient’s skin is not 
abnormal in color, that he feels warm to the touch. 
is not perspiring, and is breathing normally. The 
nurse is often instructed only to guard the blood 
pressure, but occurrences like this emphasize the 
necessity for full instruction to the surgical team 
and nursing personnel. 


2. The surgeon may question a blood pressure 
which is lower than he has considered safe or de- 
sirable in his past experience. This introduces the 
changing point of view on hypotension caused by 
peripheral vasodilatation as a result of ganglionic 
blockage, and on hypotension as seen in the shock 
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syndrome where there is constriction of the capil- 
laries. The former provides the capillary bed with 
adequate oxygen and nutrition, thus maintaining 
vital cellular physiology. Foulks* points out that 
it is not the blood pressure which causes shock to 
become irreversible, but the reduced peripheral flow 
of blood through the vital organs. 

Martin * emphasizes the life-saving value of 
ganglionic blockage in the prevention and control of 
shock. “In the early stages of the shock phase, 
adrenergic peripheral vasoconstriction will expedite 
the onset of irreversible shock due to the elaboration 
of ferritin (V.D.M.) . Following even arterial trans- 
fusion, the arterioles become atonic and distended, 
the capillary circulation remains slow despite blood 
pressure as high as 100 mm. Hg systolic, and pro- 
gressive pooling of blood on the venous side of the 
bed develops. If the transfusion is continued, pul- 
monary oedema and cardiac dilation occur . . . 

“If one can put all of the shocked patient’s 
available blood supply at the service of the vital 
organs, in such a manner that he can make full 
use of its oxygen carrying power through a non- 
resistant vascular bed, whose capillary vasomotion 
remains undisturbed, . . . that patient can make 
better use of half of his original blood volume with 
the vasodilation provided by ganglionic blockage 
than he could with his original blood volume in 
the presence of vaso-constriction.” 


3. Chlorpromazine is a drug that produces vaso- 
dilatation. Since the brain, heart, liver, and kidneys 
must receive an adequate blood supply, to achieve 
this in a chlorpromazine-premedicated patient, it is 
necessary to keep him flat (no pillow) or, better, in 
a slight Trendelenburg position. The aged and poor 
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risk patient should be maintained in this position 
during transit to surgery and in surgery, and he 
should be returned to the recovery room still tilted, 
with the head lower than the feet. If a reversed 
Trendelenburg position is required for surgery, the 
patient should be positioned first and given chlor- 
promazine in doses small enough so that his re- 
action to it can be tested. As experience in the use 
of the drug is gained, a bolder approach can be 
tested. 


4. While nausea and vomiting are rare following 
the use of chlorpromazine when the stomach is 
empty, a full stomach may, on occasion, empty it- 
self even if the drug is given intravenously. This is 
important to remember when using it in emergency 
work, especially in an office not equipped for deal- 
ing with this complication. 


5. Although anesthesia in chlorpromazine-pre- 
medicated patients is easily induced and maintained 
with less than the usual amount of anesthetic, care- 
ful attention must be given to adequate respiration. 
Minute volume and rate are reduced with the usual 
premedication and, in order to obtain an adequate 
level of surgical anesthesia, the respirations must 
be assisted. The relaxation of the patient gives a 
deceptive feeling of greater depth of anesthesia 
than is actually present. Controlled respiration is 
easily secured and maintained. 


6. Finally, chlorpromazine is not a panacea for 
all the problems of anesthesia, but it signifies an 
important advance toward the goal of better bal- 
anced anesthesia and, therefore, lessened danger to 
the patient. 
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Intestinal Obstruction in the Newborn 


BENJY FRANCES BROOKS, M.D. 


HERE HAS BEEN comparatively recent im- 

| provement in the outlook for the newborn 

with intestinal obstruction. This is the re- 

sult of an awareness of the possibility of a surgical 

problem existing in a newborn who is not doing 

well.* The early symptoms may be non-specific. The 

mortality rate is still high and can only be reduced 
by earlier and more frequent diagnosis. 

The chief clinical finding in intestinal obstruc- 
tion is vomiting. Abdominal distention will depend 
on the level of obstruction. If the vomitus contains 
bile, the obstruction is below the ampulla of Vater. 
Healthy newborns do not vomit bile. The baby may 
pass meconium and still be obstructed. The date of 
onset of symptoms after birth is useful in attempt- 
ing to determine the cause of the obstruction. If 
vomiting occurs during the first day of life, the 
obstruction is high in the gastrointestinal tract and 
may be caused by atresia of the duodenum or jeju- 
num. Distention is a late finding, and a diagnosis 
of intestinal obstruction should be made before this 
occurs. 

Roentgenologic examination is important for 
diagnosis. The simple flat film of the abdomen is 
invaluable. Air in the proximal distended portion of 
the bowel provides all the contrast medium that is 
required. The pattern of a distended duodenum and 
large stomach suggests duodenal obstruction. The 
dilation of the large and small bowel suggests level 
of obstruction. If the cecum is seen in the normal 
position, malrotation of the colon can be ruled out. 
Free air in the peritoneal cavity will result from 
perforation of the bowel. Intra-abdominal calcifica- 
tion is very often present in meconium peritonitis. 
A displacement of the bowel by a mass can be seen. 
Dilated small bowel but collapsed colon points to 
atresia. If gas is present in the colon, the infant may 


Dr. Brooks, formerly Resident, Hospital of 
the Woman’s Medical College of Pennsylva- 
nia, and Clinical Assistant on the Pediatric 
faculty; and Teaching Fellow in Pediatrics at 
Harvard University; is to go to Glasgow, 
Scotland, this year for further study in pe- 
diatric surgery. 
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be inverted to demonstrate the extent of gas in low 
obstruction. 

It is rarely necessary to administer barium for 
diagnostic studies. There is risk of aspirating vom- 
ited barium and also plugging the intestinal tract. 
If barium is necessary, a thin mixture should be 
used, and, after the examination, as much as pos- 
sible should be removed from the stomach with a 
small catheter. 

Several diagnostic points may be ascertained by 
correlating the age of the baby with onset of symp- 
toms. If vomiting begins immediately after birth, 
the following conditions in order of frequency 
should be considered: Atresia of the duodenum, 
jejunum, ileum or colon; malrotation or volvulus 
of the small bowel; congenital bands or adhesions; 
or imperforate anus. At two weeks of age, hyper- 
trophic pyloric stenosis is most common, and annu- 
lar pancreas and undescended cecum should be con- 
sidered. After one month of age, strangulated 
inguinal hernia and intussusception are the common 
causes of intestinal obstruction. 

When the diagnosis of obstruction is established, 
operation as soon as possible offers the best results. 
It should always be borne in mind that unrelieved 
obstruction will inevitably result in death. In cases 
of incomplete obstruction, conservative treatment 
should not be prolonged if the result is poor or the 
baby’s condition begins to deteriorate. 

However, to obtain lower mortality rates, it is 
essential that correction and replacement of the 
fluid and electrolyte loss be done with precision. 


Congenital Atresia of the Intestines and Colon 


Congenital atresia is characterized by vomiting 
on the first day of life. Atresia above the ampulla 
of Vater is rare; therefore, the vomitus practically 
always contains bile. The stools may be misleading; 
however. in general, they tend to be smaller in 
amount and have a grayish green color rather than 
the tarry appearance of meconium. Abdominal dis- 
tention will depend on the level of obstruction and 
also on the age of the baby. In some cases, abdomi- 
nal distention is present at birth because the baby 
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has swallowed enough amniotic fluid to dilate the 
intestine to the point of obstruction. Abdominal dis- 
tention at birth may also be owing to ascites, dila- 
tion of the bladder, polycystic disease affecting the 
kidneys or liver, or abdominal tumors. Fever is not 
uncommon and to some extent is caused by dehydra- 
tion. If the temperature is above 102 F., the possi- 
bility of intestinal perforation with peritonitis must 
be considered. 


Roentgenologic Examination. Flat films of the 
abdomen are usually sufficient to make a correct 
diagnosis. A markedly distended duodenum or dis- 
tended loops of small intestine will suggest an ob- 
struction. Operation should be undertaken without 
attempting to localize the level of the obstruction. 


Preoperative Care. Before operation, the stomach 
is deflated by passing and leaving a No. 8 or No. 
10 French soft rubber uretheral catheter in situ. 
Cannulation of the saphenous vein at the ankle 
with a polyethylene tube is done to administer 


fluids. 


Treatment. Surgery should always be undertaken 
no matter how desperately ill the baby seems. If left 
untreated, all of the babies die. In the hands of the 
best pediatric surgeons, the mortality rate is ap- 
proximately 50 percent. A search must be made for 
multiple atresias. Whenever several atresias are 
found in the small intestine, a point for anastomo- 
sis is selected below the most distal obstruction. 
Only under very rare circumstances should the 
atretic bowel be resected. It is better to attempt to 
anastomose around the obstructed point and to cir- 
cumvent the atresia. 

Iso-peristaltic duodenojejunostomy is the treat- 
ment of choice for atresias of the duodenum or high 
jejunum. 

The site of the atresia has little significance as to 
the prognosis except that duodenal atresia is fre- 
quently associated with mongolism. 


Obstruction Caused by Defective Rotation 
of the Bowel 


The majority of anomalies of malrotation mani- 
fest themselves in the neonatal period. Most of the 
malrotations of the intestinal tract can be under- 
stood if the normal embryology is known. Arrests 
of development during the tenth or eleventh week 
give rise to the following anomalies: 

1. A lack of attachment of the mesentery along 
the posterior abdominal wall. 


2. An incompletely rotated cecum. 


3. A completely rotated cecum which is mobile 
and unattached. 
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Volvulus of the Midgut. The mesentery of the 
small intestine lacks a normal posterior fixation. 
Therefore, the intestine from the duodenojejunal 
junction to the mid transverse colon is not supported 
by an anchored mesentery. Volvulus can take place 
if a portion of the intestine wraps itself around the 
base of the mesentery. 

Approximately one half of the cases of duodenal 
obstruction with an incompletely rotated cecum 
have volvulus of the midgut. When volvulus occurs, 
two serious conditions occur: first, the twisting of 
structures obstructs the intestine, and second, the 
torsion completely or partially occludes the superior 
mesenteric vessels. It is necessary to relieve the ad- 
hesions and correct the volvulus. It is also obvious 
that infarction of the entire midgut may occur. 

When the duodenum is obstructed, the vomitus 
usually contains bile. There may be congenital peri- 
toneal bands across the duodenum which will pro- 
duce vomitus that does not contain bile. 


Abdominal distention in the beginning is limited 
to the epigastrium because only the stomach and 
duodenum are dilated. Dehydration and electrolyte 
depletion of the infant occurs rapidly. 


Roentgenologic Examination. Vomiting is so 
severe and effective that a plain flat film of the ab- 
domen will show no evidence of high obstruction 
because of the empty duodenum and stomach. 

If a few swallows of barium are given, a diagno- 
sis of duodenal obstruction can be made easily or 
the point of the obstruction can be outlined. 


The laboratory data will show hemoconcentra- 
tion with a relative leukocytosis. A marked leukocy- 
tosis should make one very suspicious of intestinal 
gangrene. 


Preoperative Treatment. Before operation, the 
majority of these patients are markedly dehydrated 
and in poor condition. Glucose and physiologic sa- 
line should be administered to correct fluid and 
electrolyte deficiency. A No. 8 or 10 soft rubber 


uretheral catheter should be introduced through one * 


nostril to the stomach so that fluid and air may be 
removed. 


Operation. The duodenal obstruction is relieved 
by releasing the peritoneal bands which cross over 
to the colon and cecum. If a volvulus of the midgut 
is present, the whole midgut must be pulled out onto 
the abdominal wall. The volvulus usually is in a 
clockwise direction and may go through an arc of 
360 degrees. It is then reduced by unwinding the 
mass in the appropriate direction. The cecum and 
ascending colon which now lie in the right upper 
quadrant must be freed and transferred to the left 
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side. This can be done by incising the peritoneum 
to the right of the ascending colon. After this is ac- 
complished, the entire colon is in the left side of the 
abdomen. 


Postoperative Treatment. Gastric suction is used 
after operation until there are signs of intestinal 
motility. This period lasts usually two days. 


Results. Mortality in babies with malrotation 
alone is approximately 25 percent. In those babies 
where malrotation was combined with some other 
condition, the mortality rate is higher, approximate- 
ly 45 percent. 

The recurrence of volvulus is extremely rare 
because of the development of adhesions. 


Annular Pancreas Producing Intestinal 
Obstruction 


In annular pancreas, the head of the pancreas lies 
in its normal position. There is a ring of pancreatic 
tissue surrounding and constricting the second part 


of the duodenum. 


Roentgenologic Examination. A dilation of the 
first part of the duodenum with collapse of the third 
portion is characteristic of an annular pancreas. 
This is best demonstrated on roentgenograms 
through a small amount of barium swallow. 


Treatment, Several methods have been described 
of relieving the duodenal obstruction produced by 
annular pancreas. One of the most successful 
methods is described by Gross.” He performs a duo- 
denojejunostomy. This type of operation has the 
advantage of relieving the duodenal obstruction 
with no interference with gastric function. No pan- 
creatic tissue is transected, therefore the danger of 
creating a fistula does not exist. 


Meconium Ileus 


Intestinal obstruction of the newborn by meco- 
nium ileus is still a difficult problem to treat.* Not 
only does a surgical problem of obstruction exist 
but also a generalized disease of the mucus secret- 
ing glands of the body. There is a marked nutri- 
tional disturbance caused by the decreased secretion 
of pancreatic enzymes. The viscid mucus secreted 
by the respiratory tract causes chronic pulmonary 
infections. 

Within the first day or two of life, the baby starts 
to vomit; vomiting increases in severity. The disten- 
tion of the abdomen is generalized and may be 
marked or moderate in character. Firm masses can 


usually be palpated within the intestinal loops. The 


baby may pass meconium stools and this is some- 
times confusing. However, if the baby has received 
milk, the stools always have the appearance of me- 
conium and seldom, if ever, appear light in color. 


Roentgenologic Examination. The loops of intes- 
tine vary considerably in size. The degree of dis- 
tention leaves no doubt that obstruction is present. 
It is well to remember that the loops of intestine in 
atresia all tend to be large. The meconium gives a 
granular appearance. There may be calcium deposits 
in the peritoneal cavity which is evidence of peri- 
tonitis in fetal life. 


Treatment. A Mikulicz resection and double 
ileostomy is probably the surgical method of choice. 
The proximal loop of the ileostomy provides de- 
compression for the distended bowel above. Enzymes 
are injected into the distal loop in order to clear the 
terminal ileum and colon of the inspissated meco- 
nium. A crushing clamp is applied to the two limbs 
of the ileostomy within a few days after the initial 
procedure. This allows some of the intestinal con- 
tents to pass to the lower bowel. Generally the ileos- 
tomies can be closed within two or three weeks. 


Postoperative Care. As soon as possible after 
operation, the baby should be given a casein hydro- 
lysate formula such as nutramigen® with added 
pancreatic enzyme. Water soluble vitamins should 
be given as well as vitamin K. Some of these babies 
show bleeding tendencies for several weeks. Anti- 
biotics such as terramycin®, 50 mg. twice daily, 
should be given to prevent pulmonary infections. 
Adequate medical supervision is necessary for the 
remainder of the child’s life. 


Imperforate Anus 


About 75 percent of the babies with malforma- 
tion of the anus and rectum are seen in the first few 
days of life because of complete or partial obstruc- 
tion. If a fistula large enough for the passage of 
bowel contents is present, the defects may be over- 
looked for some time. 

Needless to say, all newborn children should be 
examined immediately after birth for imperforate 
anus. In babies who have no anal opening, the de- 
fect is apparent. However, perineal or vaginal fistu- 
las may be overlooked since the baby will be able to 
pass stools. 


Roentgenologic Examination. The position of the 
rectal pouch may be demonstrated by holding the 
baby with its head down and taking a flat film of the 
abdomen. It must be remembered that it takes 15 to 
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20 hours after birth before the gas reaches the rec- 
tum. Before the first day of life, the absence of air 
in the lower colon should not be interpreted as in- 
testinal obstruction. 


Treatment. The magnitude of surgical proced- 
ures that have been devised to correct the mal- 
formation of the anus and rectum are beyond the 
scope of this paper.* A wide range of anomalies have 
been described,” from a simple stricture of the rec- 
tum that may be treated with rectal dilatation, to a 
high rectal blind pouch which requires a combined 
abdominal perineal approach. The combined peri- 
neal approach has practically solved the problem of 
associated fistula. 

The mortality rate is approximately 10 percent, 
and 90 percent of those that survive have a well 
functioning anus. 


Congenital Hypertrophic Pyloric Stenosis 


Congenital hypertrophic pyloric stenosis is more 
apt to occur in first-born children.® Vomiting usual- 
ly does not occur before the baby is two weeks of 
age. The vomiting increases in frequency until it be- 
comes very forceful and projectile in character. 
Since the obstruction is high in the duodenum, the 
vomitus does not contain bile. As pyloric obstruction 
increases, vomiting increases, stools become scantier, 
and the baby is ravenously hungry. If allowed to 
progress, this condition will produce a markedly de- 
hydrated baby who has the appearance of an old 
man. Diagnosis can be made by history and physical 
examination. During or after feeding, large peri- 
staltic waves can be seen crossing the abdomen 
from left to right. By gentle paipation in the right 
upper quadrant, the majority of the time, one is 
able to palpate the pyloric tumor. The optimum 
time to palpate the tumor is immediately after the 
baby vomits and the abdominal wall is relaxed. 


Preoperative Care. Once the diagnosis is estab- 
lished, time should be taken to hydrate the patient 
before operation. In a case where dehydration is only 
moderate, 10 cc. of 10 percent glucose in water per 
pound of body weight is given intravenously, to be 
followed by 15 cc. of physiologic saline per pound 
of body weight by hypodermoclysis. This combina- 
tion is usually given the morning and night of each 
preoperative day. Glucose and saline solution may 
be given by mouth every three or four hours during 
this preoperative period. A small portion of these 
oral feedings may pass through the pylorus. A No. 
10 or No. 12 French catheter is placed through the 
mouth or nose into the stomach to remove accumu- 


lated air and fluid. 
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Operative Technic. A short transverse right upper 
quadrant gridiron incision is made, The hypertro- 
phied pylorus is then incised along the superior an- 
terior surface down to the submucosa. The danger 
of this procedure is the possibility of perforating the 
mucosa with resulting peritonitis if this is unrecog- 
nized. This small opening can be closed with one or 
two sutures through the serosa, inverting the mu- 
cosa. The wound is closed with a continuous suture 
of chromic catgut to the peritoneum; each of the 
muscle layers with continuous catgut. The subcu- 
taneous tissue and skin may be approximated with 
fine silk so that no skin sutures will have to be re- 
moved at a later date. 


Postoperative Care. Feedings may be started four 
hours after operation. The amount of feedings 
should be kept small, offering one oz. of 5 percent 
glucose and water every two hours for the first three 
feedings, and then progressing slowly. A few babies 
may vomit postoperatively; however, this rarely in- 
dicates that the feedings should be limited. If feed- 


ings are continued, vomiting ceases. 
Mortality rate is now less than one percent. 


SUMMARY 


1. Some of the more common conditions produc- 
ing intestinal obstruction in the newborn have been 
discussed. 

2. The value of a simple flat film of the abdomen 
in establishing a diagnosis is stressed. 

3. Though generally the mortality rate in intesti- 
nal obstruction in the newborn is high, attention has 
been called to the fact that this can be reduced by 
earlier diagnosis and improved pre- and postopera- 
tive treatment. 


REFERENCES 


*Gross, Robert Edward, Surgery of Infancy and Child- 


hood; Its Principles and Techniques, Philadelphia, ~ 


W. B. Saunders Co., 1953. 

*Gross, R. E., and Chisholm, T, C., Annular pancreas 
producing duodenal obstructions; report of success- 
fully treated case, Ann, Surg. 119: 759-769, May °44. 

“Dodd, K.., Intestinal obstruction due to meconium ileus 
in newborn infant; case report, J. Pediat. 9: 486-491, 
Oct, °36. 

‘Ladd, W. E., and Gross, R. E., Congenital malforma- 
tions of anus and rectum; report of 162 cases, Am. 
J. Surg. 23: 167-183, Jan. °34. 

*Ladd, W. E., Surgical diseases of alimentary tract in 
infants, New England J. Med. 215: 705-708, Oct. 
15,.°36, 

“Wyatt, O. S., Hypertrophic pyloric stenosis; review of 
100 cases, Journal-Lancct 59: 233-235, May °39. 


q 
a 
| 
7 
| 
| 
| 
| 


Tuberculosis in Children 


Elise Wynen, M.D. 


LL PHYSICIANS IN WEsT PAKISTAN are ac- 
Asis with the high incidence of tuber- 
culosis in this country. Most of us hardly 

pass a day without meeting the problem of tu- 
berculosis in some form or other. But I have often 
wondered if the family physicians in this country 
are equally wide awake to the prevalence of tuber- 
culosis among children. So many small patients 
reach this hospital after having made the weary 
rounds of doctors and hakims, who ordered peni- 
cillin, aureomycin®, chloromycetin®, liver injec- 
tions, tonics of all kinds and descriptions, but who 
apparently never thought of tuberculosis. It is true 
that the diagnosis of tuberculosis in childhood is 
not always easy, but the first step toward it is to 
suspect it, frequently. So I should like to present 
our experiences with T.b. in children, covering about 
one hundred cases, all admitted within 12 months. 
The family physician is the first and the most 
important factor in salvaging children from tuber- 
culosis. In childhood, the early symptoms are usual- 
ly mild, the disease progresses relatively slowly, and 
the family is ordinarily not so alarmed that they 
rush the child to a hospital. The first person con- 
sulted is the family doctor, or the dispensary, or the 
private doctor in his office, or, unfortunately only too 
often, the village hakim. Unless this first medical 
officer recognizes or at least suspects tuberculosis 
while the disease is still in its early stages, the best 
time for proper treatment is lost, and the chances of 
recovery are jeopardized. Yet the family physician, 
in particular, has a much better chance of making 
the right diagnosis than a doctor who sees the 
patient and his family for the first time, in a 
busy outpatient department or a crowded office, 
because the family doctor knows the background. 
He knows that a grandparent or an aunt has died 
of tuberculosis and he knows or suspects that an 
old servant in this family has been coughing and 


Sister M. Elise is Medical Superintendent 
of the Holy Family Hospital, Rawalpindi, 
Pakistan. This paper was read at a medical 
meeting held on December 18, 1954, at the 
Hospital. 


spitting for many years. He should be on the look- 
out to find the symptoms of this disease in the 
small children of such a family. 

There is practically no natural immunity against 
tuberculosis; everyone who is exposed will become 
infected. That has been proved over and over 
again, in mass studies of the tuberculin test. Of 
course, that does not mean that everyone becomes 
clinically ill. In most people, children as well as 
adults, the primary infection passes unnoticed. But 
in delicate, malnourished, or ailing children, the first 
infection may go on to clinical symptoms and may 
even become a rapidly fatal illness. Even if the 
child conquers the primary infectiori without ob- 
vious illness, the next exposure, especially if the 
child becomes run down, may cause a serious re- 
infection, which may result in pulmonary, abdomi- 
nal, or meningeal tuberculosis, or in miliary spread 
of the infection. 

Obviously, the only sure way to prevent tuber- 
culosis in childhood is to protect all children against 
infection. That means proper isolation of all infec- 
tious cases, plus an extensive case finding program 
which will uncover the undiagnosed cases, especially 
among the aged. In Europe and America, this is 
being done, at least to some extent, with the result 
that tuberculosis among children is disappearing. 


‘ In the United States, the death rate from tuber- 


culosis among children between the ages of 1 and 
14 has dropped from 20 per 100,000 in 1930 to 3.7 
in 1950." 

But in Pakistan, such protection for the children 
is still far in the future. In the meantime, we must 
tackle the problem realistically, and while doing all 
we can to prevent infection, we should at the same 
time aim at diagnosing tuberculosis among children 
as early as possible. A study of the 100 cases ad- 
mitted to Holy Family Hospital in 12 months will 
help us to do so. These 100 cases were divided as 
follows: 


21 
50 
4 
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‘This is not a true picture of the relative preva- 
lence of the various types of tuberculosis in child- 


hood. First of all, the series is too small to mean. 


much statistically. Moreover, the majority of the 
cases of glandular tuberculosis are not hospital 
cases; most of them are treated in the outpatient 
department. Pulmonary tuberculosis in childhood is 
also much more common than our figure indicates. 
The majority of the cases presented primarily 
symptoms of abdominal tuberculosis, and so were 
classified as such, even though roentgenogram often 
showed evidences of pulmonary involvement. The 
figure for bone tuberculosis is rather high, primarily 
because it is a surgical disease, and so admission to 
a hospital is essential in such cases. 


Types or TUBERCULOSIS 


Glandular Tuberculosis is the easiest one to diag- 
nose and a type with which every physician is 
familiar. It is common throughout childhood, 
though onset after the age of 5 is probably more 
usual, The glands most commonly involved are the 
cervical, the tracheobronchial, and the mesenteric. 
Here only the cervical nodes will be considered; the 
other two are being discussed under pulmonary and 
abdominal disease. When infected with tubercu- 
losis, the cervical nodes first become enlarged, dis- 
crete, and firm with only very slight tenderness. 
There is little or no fever. Gradually the glands 
become matted together and soon they become 
caseous, break down, and form a sinus which drains 
for months or years. Finally they heal, with much 
scar formation. In itself, this type of tuberculosis 
is probably the least dangerous and the least crip- 
pling. Nevertheless, it should not be ignored and 
left to cure itself, for the chance of spread to other 
organs, and the ugly scar formation, can be pre- 
vented by early and energetic treatment. Strepto- 
mycin, together with isonicotinic acid or PAs, is 
effective in the early stages. It should be continued 
for two or three months, to prevent recurrence; 
but the doses of streptomycin should be as low as 
possible to obtain results, and should always be 
given together with isonicotinic acid or PAS, to pre- 
vent or delay bacterial resistance as much as pos- 
sible. In children, one should be especially conscious 
of the dangers of overdosage with streptomycin. 
Not only do we run the risk of nerve deafness, but 
also once the bacillus becomes resistant, the child 
is at the mercy of the germ, and the physician will 
be helpless to treat it if at a later date some more 
serious type of infection should occur. Besides this 
drug treatment, the general tonics such as cod liver 
oil and multivitamin preparations, ultraviolet rays 
or even sunlight to the infected glands, and surgery 
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if indicated, are useful adjuncts. We have become 
more and more conservative in the surgical treat- 
ment of cervical gland tuberculosis, Radical ex- 
tirpation of all the lymph nodes is difficult, danger- 
ous, and almost impossible. Spread of the infection 
to other nodes is a very likely aftermath of opera- 
tion. During the acute phase, surgery should be 
limited to aspiration of the glands that have become 
completely caseous and are breaking down already. 
Only in the quiescent stage should radical opera- 
tion be attempted. 


Bone Tuberculosis is also a common problem in 
this area. Most experts agree that bone tuberculosis 
is usually of the bovine type. Its prevalence in a 
country is in direct proportion to the safety and 
cleanliness of its milk supply. Hence, in countries 
where all milk sold is pasteurized, bone tuber- 
culosis has practically disappeared. Most young doc- 
tors in America have hardly ever seen a case, even 
in their student days. Early diagnosis is handi- 
capped by the fact that the first symptoms are 
slight and intermittent. Any child who complains 
constantly or frequently of pain in any limb should 
be examined by roentgen ray as soon as possible. It 
takes a good film and a trained eye to diagnose 
early tuberculosis of bone or joint. Most of our 21 
cases came to us late, with swollen joints; severe 
pain and limitation of motion; draining sinuses; and 
systemic symptoms such as fever, loss of weight, 
and general malaise. The bones infected were: 
spine (12), hip (7), and ankle (2). Tuberculosis 
of the spine is rarely diagnosed before kyphosis 
has set in; all our cases required plaster jackets, 
and most of them aspiration of cold abscesses as 
well. Until the abscesses are controlled, the plaster 
jacket needs a window in it, to make aspiration pos- 
sible. Prolonged bedrest is essential to such cases. 
Fusion operations are not practical, because of the 
growth factor. 


The ages of children studied ranged from 2 to 
14. Even the 2 and 3 year olds often had well 
established kyphosis. The onset of the symptoms 


dated back six to twelve months, which is the’ 


reason why the disease was so far advanced by the 
time the children were admitted to the hospital. 
Tuberculosis of the hip, on the other hand, was 
usually brought into the hospital from one to three 
months after the onset of symptoms. These chil- 
dren on the whole were less ill, though in more pain. 
Plaster spica of the hip was sufficient to control 


the illness in all cases. Tuberculosis of the ankle’ 


was of a very chronic type also, -but not so de- 
structive. All these patients improved under treat- 
ment, though it is too soon to predict the final out- 
come. Much depends on whether or not the patient 
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and the family will persevere with plaster and 
treatment until the disease is fully healed. But on 
the whole, bone tuberculosis seems to be of the 
milder type in this area. Serious complications, such 
as pulmonary and meningitic involvement, did not 
occur in this series. 


Pulmonary Tuberculosis, except for the primary 
infection and tracheobronchial gland involvement 
found accidentally on roentgen ray, mostly in pa- 
tients suffering from abdominal tuberculosis, was 
found most among the older children, between 10 
and 15. Only one patient, a child of 4, had true tu- 
berculosis pneumonia. Two others had pleurisy, and 
did well under bedrest and streptomycin treatment. 
The last two had the true adult type of lung 
tuberculosis, with cavities and heavy bilateral in- 
filtration. These two improved symptomatically un- 
der treatment, but neither one of them was cur- 
able. They did not return for follow-up in the out- 
patient department. All of them came to the 
hospital within six months of the onset of symp- 
toms, and four of them came within two months. 
Pulmonary tuberculosis in children except for pleur- 
isy or far advanced disease can only be diagnosed 
in time by roentgen ray. The symptoms that should 
lead one to suspect tuberculosis are: slight fever, 
fatigue, loss of appetite, failure to gain weight, 
anemia, and a peculiar cough, resembling that of 
whooping cough, but without the whoop. This type 
of tuberculosis usually starts around the tracheo- 
bronchial lymph nodes, and infiltration around the 
hilum is the first sign of spread. This lesion was 
found in 10 of the cases of abdominal tuberculosis, 
all by roentgen ray, most of them in the absence 
of any symptoms. They cleared up well with strep- 
tomycin treatment and bedrest. 


Abdominal Tuberculosis is by far the most im- 
portant type of tuberculosis in childhood. This is 
both serious and common, and probably misdiag- 
nosed more often than any other variety. Abdominal 
tuberculosis is a name used for a group of lesions, 
all of which have this in common, that they present 
the symptom of abdominal pain. The designation 
includes: tuberculosis of the mesenteric lymph 
nodes; tuberculosis of the intestine, either ulcerative 
or hypertrophic; and tuberculous peritonitis. Tuber- 
culosis of the mesenteric nodes alone gives rise only 
to slight fever; failure to gain weight; slight ab- 
dominal pain; and the presence of firm, irregular, 
persistent, slightly tender masses in the abdomen. 
This may be a primary infection, or it may follow 
tuberculous enteritis. In the latter case, it is over- 


shadowed by the symptoms of enteritis, which are: 
indigestion; pain after eating; diarrhea of a copious, 
watery, foul and persistent nature; fever; loss of 
weight; and eventually vomiting and signs of in- 
testinal obstruction. Tuberculous enteritis may be 
either ulcerative or hypertrophic, though often the 
two lesions are combined. The first lesion is usually 
at the ileocolic junction, spreading up and down 
into the bowel. The ulcers start at Peyer’s patches, 
and in the solitary lymph nodes, which become 
caseous, break down, and drain into the lumen of 
the bowel, with the formation of an ulcer, which 
may encircle the bowel and extend up to the peri- 
toneum. These ulcers cause constant, slight bleed- 
ing, but they almost never perforate. Severe anemia 
is a constant symptom in well-developed abdominal 
tuberculosis, so that a red cell count below two 
million in a child should lead one to suspect ab- 
dominal tuberculosis. 


The hypertrophic type of tuberculous enteritis 
is not so common in childhood. This is the type that 
leads most rapidly to partial and intermittent in- 
testinal obstruction. None of our patients, except 
one gitl of 14, needed operations to overcome in- 
testinal obstruction. Nor was peritonitis a common 
problem. In this series, there were only two cases 
of peritonitis with ascites, both in older children. 
Adhesive peritonitis was suspected several times, 
because of the marked tenderness of the abdomen. 


Abdominal tuberculosis is the commonest infec- 
tion among the very young children. In fact, 34 of 
these 50 patients were under 3 years of age, and 17 
of them were under one year. There is a sad sim- 
ilarity between these little patients: most of them 
are puny little mites, marasmic and dehydrated, suf- 
fering from diarrhea, fever, vomiting, and often 
cough as well. Many of the mothers gave a history 
that they had lost one or more children, sometimes 
four or five of them, in the same fashion. In most 
of them, everything had been tried, from sulfa- 
guanidin to aureomycin, from penicillin to chloro- 
mycetin. Several of the older children were first 
diagnosed as having typhoid, and treated as such, 
sometimes with temporary relief but with recurrence 
of fever within a few weeks. Much time and money 
had often been wasted in this fashion. Yet the diag-. 
nosis, once suspicion is aroused, is not so difficult. 
Besides the history of long-standing chronic illness, 
so different from that of typhoid or acute gastro- 
enteritis or dysentery, there is the tender abdomen, 
the positive tuberculin test, and the response to 
streptomycin. Many of these children need not have 
been hospital cases, if they had been treated cor- 
rectly at home. Once the diarrhea was overcome 
and the appetite had returned, they often gained 
as much as a pound a week, and at the end of 
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the month would leave the hospital looking like 
totally different children, so much so that the rela- 
tives were often amazed at the change. Only 2 of 
these 50 patients died, and both of these were in 
extremis on admission, so severely dehydrated that 
even subcutaneous saline could not rescue them. 


Tuberculous Meningitis is one of the worst types 
of tuberculosis in childhood, exceeded only by mili- 
ary infection in its fatality rate. Out of our ten 
cases, only three actually died in the hospital, but 
four others were taken home unimproved. Only 
three showed marked improvement, and of these 
only one stayed long enough to make reasonably 
sure that he was cured, This makes a poor showing, 
compared with the results obtained in Europe and 
America, but you should know the handicaps under 
which we work in this area, None of these patients 
came within two weeks of the onset of symptoms, 
and several of them had been ill for three months, 
so that they were almost moribund when they were 
admitted. All of them were very small, from six 
months to five years. Four of them had convulsions 
before they were admitted, and six of them were 
already comatose. Under such conditions, the per- 
centage of cure must necessarily be low. Here again, 
a high index of suspicion is the greatest asset in 
the early diagnosis. Older children who complain 
of persistent headache, babies who cry continuously 
and will not let the neck be bent forward, should 
have an immediate spinal tap to rule out tuber- 
culous meningitis. In our hospital, whenever a baby 
is unduly fretful, or vomits for no apparent reason, 
or when any patient has a convulsion, we always do 
a lumbar puncture. Two of the three patients who 
improved under treatment were brought to light in 
this fashion. 


Miliary Tuberculosis is even worse than tuber- 
culous meningitis. All four of these patients died, 
and all had the same history of heavy exposure to 
a tuberculous mother, delay in seeking treatment, 
and rapid downhill course despite streptomycin 
and other drugs. Roentgen ray of the lungs, done 
in two cases, showed the characteristic “snowstorm” 
type of infiltration. Meningitic symptoms were pres- 
ent in two patients, but the spinal fluid was clear. 
Miliary tuberculosis developed in one child during 
its stay in the hospital, with very few symptoms 
except gradual loss of weight and failure to respond 
to streptomycin. The other three patients were ad- 
mitted and died within a few days. All of these 
children were very small, from 6 to 18 months, and 
they had been ill about two months, though the 
exact onset of the military spread was difficult 
to determine. 
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TREATMENT AND PREVENTION 


To recapitulate the treatment of these children: 
all of them received streptomycin in doses accord- 
ing to their weight, which is more accurate and 
safe than dosage calculated by age. The proper 
dose for children is from 30 to 50 mg. per Kg. of 
body weight. Roughly, this works out at: 


Gm. daily 
Up to 10 pounds ........... 1/8 to 1/6 
10 w 20 pounds ............ 1/6 to 1/3 
20 to 40 pounds ............ 1/3 to 1/2 


The larger doses should be reserved for patients 
suffering from tuberculous meningitis, pulmonary 
infection, and severe abdominal tuberculosis. When- 
ever possible, dosage should be reduced as soon as 
the fever is down. The treatment should be con- 
tinued up to 90 days in the most severe infections, 
up to 60 days in milder cases. Invariably, isonico- 
tinic acid or pas should be used concomitantly, and 
these may be continued up to six months or more, 
especially in patients with meningitis. We prefer 
to start with isonicotinic acid, since this drug has a 
great tonic effect, is rarely vomited, and stimulates 
the appetite remarkably. In a study made at the 
Model Chest Clinic in Lahore by Awan,’ among 
200 children suffering from tuberculosis, 191 of 
them were underweight. The other nine were barely 
normal weight. This is the universal experience with 
tuberculosis in childhood, and a symptom to be 
kept in mind to make early diagnosis. 


Extensive studies have been made of the tuber- 
culin test in children. It is well known, of course, 
that a positive tuberculin test does not indicate 
acute or active disease. Nor is it strictly speaking a 
proof of immunity. The reaction is an allergic one, 
and it merely proves that at some time or other 
the child has acquired a tuberculous focus some- 
where in the body. A negative test is of value in 
excluding tuberculosis, except in terminal cases. 
The latest reports in England and the United 
States indicate that infection with tuberculosis is 
occurring later and later in childhood. Nowadays 
not more than 10 percent of children under 10, in 
most cities of America, react positively to the Man- 
toux test.’ In 1951, a study of all children below 
5 in Newcastle, England,* showed that the rate of 
positives was 1.8 percent at 15 months, 5.1 percent 
at 3 years, 7.5 percent at 5 years. This is a very 
different situation from Pakistan, where the WHO 
group working on Bcc vaccination in school children 
reports at least 50 percent positives, and in some 
communities up to 75 percent. Under such circum- 
stances, the tuberculin test loses some of its value, 
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except for a negative test. I am unable to report on 
the tuberculin test on our series of patients, since 
up to now we have not been successful in obtaining 
tuberculin anywhere. We hope to get some patch 
test material soon, and will eventually try to report 
on the tuberculin test in children admitted for sus- 
pected tuberculosis. 

This brings us to the problem of Bcc vaccination 
in children. The matter is largely academic, since 
at present this vaccine is not available for private 
practitioners or hospitals. When the WHO groups 
now working in this country publish their final 


results, we will have more grounds on which to 
base our conclusions. Having been trained in the 
United States, where this vaccine has never been 
widely accepted, I would advise caution and pru- 
dence in relying on BCG vaccine to conquer our 
problem of tuberculosis. It can do only so much, 
and in a heavily infected population such as this, 
its usefulness is bound to be rather limited. Many 
other factors must be brought to bear on the 
problem of the control and the prevention of tuber- 
culosis, but these would take us too far afield. 
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HEALTH MAINTENANCE PROGRAM PROPOSED 
AS VITAL TO INDUSTRIAL MEDICINE 


Industry needs a medical program that goes 
beyond curative treatment to provide preventive 
and constructive medicine, William H. Seymour, 
vice president of Liberty Mutual Insurance Com- 
pany told the Conference on the Education of 
Physicians for Industry meeting at the Mellon 
Institute recently in Pittsburgh. 

Seymour said that industrial medicine has 
progressed through two phases. The first consisted 
largely of traumatic surgery, or the treatment of 
work-connected injuries, for which industry was 
made responsible by workmen’s compensation acts. 
The second preventive phase began when occupa- 
tional diseases became more apparent and engi- 
neers and doctors developed industrial hygiene 
programs. 

Today’s problems of aging coupled with non- 
occupational illness and disability calls for a third 
approach to both the theory and practice of in- 
dustrial medicine. Under this concept, the physi- 
cian would not wait for conditions to develop be- 
fore taking active medical steps, but would en- 
deavor to forestall disability by a program of 
health maintenance. 

Such a program could be best carried out by 


the co-operation of industrial medical departments 
with physicians in the community. He emphasized 
that industry provides a setting in which the in- 
dustrial physician can work effectively with large 
groups in applying the techniques of health educa- 
tion, counseling, and case finding. The community 
physician would continue to handle the definitive 
treatment of individual cases just as he now treats 
traumatic or other cases referred by industrial 
physicians. 

Besides having far reaching social benefits, a 
constructive medical program would reduce the 
cost to industry of maintaining disability funds. 
This would result in increased benefits to the 
worker through both breadth of coverage and an 
extension of the scale of benefits, as well as an in- 
crease in the productivity of the individual worker. 
As a parallel, Seymour cited the history of work- 
men’s compensation. Industrial medical personnel 
working with loss prevention engineers have re- 
duced the accident frequency rate by more than 
60 percent in the past 30 years. It has thus been 
possible to increase workmen’s compensation bene- 
fits without making the cost prohibitive. 
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Medical Legislation Affects YOU 


REGIONAL LEGISLATIVE CONFERENCE con- 
A ducted by the American Medical Associa- 

tion Committee on Legislation was held 
in New York on October 29, 1955. 

Two purposes were served by the conference. 
First was to present and inform the medical pro- 
fession on national legislation of importance to 
medicine to be acted on in the next session of Con- 
gress; and second, to obtain individual ideas and 
attitudes toward the American Medical Association 
legislative program. 

David B. Allman, M.D., F.A.C.S., chairman of 
the Committee on Legislation said, “We need your 
co-operation to effectively represent physicians be- 
fore Congress. Our best efforts will be unavailing 
unless we have the understanding support of physi- 
cians who are willing and able to communicate in- 
telligently with their own Congressmen. The fruits 
of these (conference) discussions must be imparted 
to the thousands of others upon whom we must rely. 
Your efforts are indispensable in accomplishing this 
task.” Medicine’s legislative activities in 1956 need 
support of an informed profession. Capsule ab- 
stracts of these discussions are presented for your 
information and individual action. 

The enormity of legislative work is indicated by 
these statistics: In both sessions of the Eighty-Third 
Congress, a total of 16,470 bills were introduced. 
Of that number, 407 pertaining to medicine were 
reported in the AMA Washington Letter. In the 
first session of the Eighty-Fourth Congress, a total 
of 11,914 bills were introduced, and 403 pertaining 
to medicine were reported in the Washington Let- 
ter. Hearings have been held on 49 of the 403 medi- 
cal bills. Eleven of the 49 have been favorably 
reported by the committee which considered them; 
7 of the 11 have passed the house in which they were 
introduced; and 5 have passed both houses and have 
been signed by the President. 

The AMA supported four of the five bills that 
became law. The fifth, the extension of the doctor 
draft law, was not considered a total loss. 


Individual physicians, as well as state and local 
organizations and legislative key men, were called 
on for assistance on the doctor draft, Salk polio 
vaccine measures, the Social Security amendments, 
and the Jenkins-Keogh bills. 

There are practical aspects of legislation which 
must be included in any approach to the support or 
opposition to medical legislation. 

Dr. Allman further said, “Basically two things 
make Congressmen vote as they do—logic and poli- 
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tics” and usually “politics comes first and occasion- 
ally the two coincide, but unfortunately, good logic 
is not good politics.” 

The medical profession’s position is presented at 
hearings on legislative measures by competent wit- 
nesses, carefully presented statements, and intelli- 
gent response to questions. Informed physicians in 
states and districts are also relied on to communi- 
cate with individual members of Congress and to 
explain why a particular bill is good or bad for 
medicine or for the public. These are the logical 
approaches. 


A Congressman, in order to retain his job, must 
remain politically popular with the folks at home. 
Often his individual thinking is not reflected in his 
vote; he must keep in step with the thinking of the 
people he represents: this is politics. “It is for this 
reason that the most logical exposition of considered 
views on legislation requires the active support of 
doctors at home.” These communications need not 
be formal. It is important that they be forthcoming. 
The Congressman is impressed by communications 
urging him to vote for or against a bill, and giving 
a good reason for doing so. He will be slow to 
alienate the physicians at home. Your message 
should “clearly identify the measure and state what 
you want done about it. And then tell why.” This 
is what is required. 


Again quoting Dr. Allman: “I do not need to tell 
you that we physicians are a pretty independent lot. 
We do not want to have anyone doing our thinking 
for us. A lifetime of training has bred in us the 
habit of individual responsibility. We are cautious, 
we hesitate to act unless we have sufficient informa- 
tion to take upon ourselves the full responsibilities 
for our action. With sucha group, with such a 
membership, we can never hope to develop the ‘push 
button’ type of lobby so successfully used by or- 
ganized groups.” Dr. Allman emphasized that the 


American Medical Association does not want to’ 


control or dictate what the policy of the profession 
should be on any legislative item: “The position of 
the Association must represent the feelings of the 
profession as a group . . . If our position does not 
deserve your support, something must de done, 
formally and officially, to be sure that we are truly 
representative of the doctors. Our success depends 


upon a triangle of co-operation: at one apex is the ° 
p 


(AMA) Committee on Legislation; at another ‘apex 
is the Washington office; at the third apex are the 
individual physicians, We must have all three, 
working intelligently together, if we are to succeed.” 
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REINSURANCE No. H.R.—3458 in the House, 
No. S-886 in the Senate; Embodied in Title I of 
the Administration’s Omnibus Bill 


“This bill would create a new activity in the De- 
partment of Health, Education, and Welfare and 
would appropriate the sum of $100 million during 
the first year for the stated purpose of providing 
the ‘Best possible medical care on reasonable terms.’ 

“Would authorize the Department of Health, 
Education, and Welfare to underwrite or reinsure 
health insurance risks and to absorb up to 75 per- 
cent of the ‘abnormal losses’ of commercial and 
nonprofit health insurance companies. The bill this 
year specifies four types of plans to which assistance 
would be offered. The four plans specified are those 
which provide coverage for: 

A. Average or low income families, B. Major 
medical or catastrophic situations, C. The rural 
population, and D. Any area of experimental 
activity in the health insurance field. 

“The rates and regulations incident to this new 
activity would be prepared and promulgated by the 
Department of Health, Education, and Welfare.” 

The medical profession’s position is one of active 
opposition, since the bill is unnecessary because of 
the successful record established by the voluntary 
health insurance industry. (Between 90 and 100 
million individuals have some form of health insur- 
ance, and approximately 7 million people have 
major medical insurance coverage.) 

Reinsurance to the extent needed or desired is 
available through private companies; it is also un- 
necessary for any substantial company to seek re- 
insurance to cushion the shocks of any unusual or 
unforeseen payments, 

Responsible insurance companies would not make 
use of provisions even if the measure is adopted. 

Passage of this bill would not make insurable any 
person or risk not previously insurable. 

It will not provide coverage for the aged or per- 
sons living in rural areas. 

Insurables are limited, and can be divided into 
two groups: those who can afford to pay for their 
insurance coverage, and the indigent. Many of the 
first group have purchased health insurance; others 
are financially able to pay for their own hospitaliza- 
tion or medical care expenses and are unwilling to 
purchase health insurance at any time. 

The indigents should be helped. If the care of 
these individuals cannot be handled by relatives, it 
should become the responsibility of the local or state 
government. It is not a Federal responsibility. 

Passage of the bill would “dry up” private rein- 
surance because of the unfair competitive advantage 
it would give the Federal Government. In event of 


recession or depression, the mechanism of this bill 
could be used to provide greater subsidization of the 
health insurance industry with its related detriment- 
al effects on the medical profession; it would en- 
courage bad insurance practices in the health insur- 
ance industry, and it might encourage unreliable 
underwriters to enter experimental fields which are 
not actuarially sound. 

A dangerous aspect of this proposal is the propa- 
ganda advanced by its advocates. “The general 
public has been led to believe that this bill if adopted 
would cure all medical ills; the bill if enacted will 
not do what the public expects it to do.” There will 
be public clamor and an urging on Congress for 
greater and greater subsidization and more govern- 
ment intervention in this field. Faced with this pres- 
sure, it is highly probable that Congress would 
succumb. 

These bills are now pending in committee. The 
House Bill is before the House Interstate and For- 
eign Commerce Committee, and the Senate Bill is 
before the Senate Labor and Public Welfare Com- 
mittee. House hearing may be held on this bill this 
year (1956). 


GOVERNMENT GUARANTEED LOANS: 
Title II of Administrator's Omnibus Bill 


This title of the Omnibus Bill would authorize 
the Department of Health, Education, and Welfare 
to provide Federal mortgage guarantees for loans 
obtained from private sources for the construction, 
expansion, and remodeling of health facilities. “Fa- 
cility” is so broadly defined in the bill as to encom- 
pass almost any type of structure. 

To be eligible for a government guarantee, a loan 
must not exceed 85 percent of the value of the facili- 
ty, and it must be paid off in at least 30 years. The 
guarantee, where granted, would extend to 95 per- 
cent of the loan, and the minimum annual premium 
would be one percent of the unpaid balance. 

Studies which have been made would indicate 
that there is no demonstrated need for the proposed 
Federal aid in this field. This bill does not represent 
wise public policy. The mechanism suggested would 
be ineffective. 


MILITARY MEDICINE 


Commissioning of Osteopaths in the Armed 
Forces. 


Bills have been introduced in Congress during 
the past ten years seeking to authorize the com- 
missioning of osteopaths by the Armed Forces. H.R. 
483 and S248 are pending in Congress. 
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MEDICAL LEGISLATION 


H.R. 483 would authorize the commissioning in 
the Armed Forces of graduates of recognized 
schools of osteopathy who are licensed to practice in 
any state, territory or in the District of Columbia. 

The bill passed the House of Representatives on 
July 18, and is now pending before the Senate 
Armed Services Committee. The Department of 
Defense testified in favor of the proposal. 

The American Medical Association opposed this 
bill for the following reasons: 

Osteopaths do not have the same substantial 
medical education background as do physicians. 

Men in the Armed Forces would not be able to 
choose between an M.D. or an osteopath. If osteo- 
paths are commissioned, their services would be 
forced upon members of the Armed Forces without 
choice on their part. 

Commissioning of osteopaths would have a de- 
terrent effect as far as increasing the attractiveness 
of the military service for physicians was concerned. 

This move might jeopardize the internship and 
residency training programs of the Army, Navy, 
and Air Force. 


Extending of Doctor Draft Law. 

The Doctor Draft Law is not a dead issue. Con- 
centration of interest for the next two years will 
be necessary “to erase this inequitable and unjust 
legislation from the statute books.” 


Improvement of Military Medical Service as 
a Career. 

In July 1955, the Department of Defense an- 
nounced six specific proposals related to “making 
Military Service more attractive to physicians”: 

1. Educational assistance be provided for medical 
officers volunteering for extended active duty in ex- 
change for such service; 

2. A military medical scholarship program be 
initiated; 

3. Physicians go on active duty as Captains in 
the Army and Air Force and as full Lieutenants in 
the Navy; 

4. There be a continuation of the $100 per month 
equalization pay and that in addition a bonus of 
from $50 to $150 be given, depending on the 
length of the period of extended active service; 

5. Optional retirement be authorized at the end 
of 20 years of service; and 

6. There be an improvement in military and pro- 
fessional environment. 

Some of these recommendations can be effected 
administratively, others will require legislation. 
Steps have been taken as to the former and legisla- 
tion will be introduced early in the next session of 
Congress. AMA approved these proposals and will 
work toward their adoption and enactment. 
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Dependent Medical Care. 


AMA is not opposed to the provision of medical 
care for dependents and is vitally interested in the 
way in which this medical care is to be provided 
in the future. 

Medical care is now provided to dependents of 
military personnel on an “If available” basis, which 
means that if dependents are near military installa- 
tions where facilities are available, they receive vary- 
ing degrees of medical care. “For the most part, 
however, the three million dependents of military 
personnel receive little or no care.” 

The “Moulton Commission” recommended, after 
a study conducted in 1953, that medical care be 
provided for all dependents of service personnel, 
and that such care should be given by physicians 
in uniform in military facilities; that civilian facili- 
ties and civilian physicians be used in this program 
as a last resort; and finally the commission recom- 
mended against a pay increase or an insurance pro- 
gram. The House of Delegates of the American 
Medical Association is opposed to these recom- 
mendations. It is felt that the adoption of the 
recommendations would perpetuate the doctor draft 
law, and, would result in the expansion of federal 
facilities and create an inordinate tax burden. 

The AMA believes it is the job of Congress to 
decide whether or not such care should be provided 
by the Federal Government; that in this event, such 
care should be provided by military personnel and 
in military facilities only in overseas areas or in the 
United States where civilian facilities or civilian 
personnel are unavailable or inadequate. In all other 
instances, such care, if authorized, should be pro- 
vided before suggesting any specific mechanism. 

It is almost certain that some form of bill dealing 
with dependent medical care will be favorably con- 
sidered and passed during the last session of the 
Eighty-Fourth Congress. This is an extremely diff- 
cult problem, and one which is a long way from 
solution. 


TAX DEFERRED RETIREMENT PLANS: . 


Jenkins-Keogh bills 


In 1942, the Internal Revenue Code was amend- 
ed to permit an employer and employee, operating 
together or separately, to establish a special retire- 
ment fund for the employee. 

In cases where the employer alone contributes to 
the pension fund, the money set aside is earned in 


that year just as much as the money given the em-. 


ployee in his pay envelope. The law permits the 
employee to ignore that amount when filing his in- 
come tax return. In cases where both employer and 
employee set aside money, the portion set aside by 
the employee is taxable. 
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The amount contributed by the employer is tax 
free. The employer may deduct his contribution as 
a business expense. There has been no provision 
made for the self-employed. If the amount contrib- 
uted by the employer to the employee’s pension fund 
were paid to the employee, it would increase his net 
income and might move him into a higher tax 
bracket. Under the present system, no additional 
tax is paid. When the employee retires, when his 
earned income is reduced or cut off, he draws bene- 
fits from his retirement fund. At that point, the 
portion of his retirement benefits attributable to the 
employer’s tax-deferred contribution becomes tax- 
able at a substantially lower rate. 


The self-employed have no such opportunity to 
defer, and ultimately reduce the taxes on amounts 
which they wish to set aside voluntarily in a trust 
or other pension plan for use in their retirement. 
The Jenkins-Keogh bills are designed, in a modest 
way, to give the self-employed some semblance of 
equity with employed individuals in this respect. 


There are two reasons why this is of interest to 
the medical profession. Most physicians are self- 
employed. The cost of medical education, the lean 
years before his practice yields a living, and variance 
of income over the earning years make the physi- 

ians’ han that of f th 
cians’ problem more acute than that of most of the 
other self-employed. 


When we speak of employees, we do not refer to 
the semi-skilled laborer, but to any individual who 
earns his living in an employer-emplovee relation- 
ship, such as the president of General Motors Cor- 
poration, and executive officers of the television, 
radio, and movie industries. In many cases, more 
income is set aside annually in pension plans for 
these executives than is paid them as current salary. 


The second reason for our interest in these meas- 
ures is our “belief that the private practice of a free 
profession is the finest type of medicine. We believe 
that it produces the best results for our patients. We 
believe that it is the only system in which medicine 
may continue to grow and serve mankind. We be- 
lieve that it is the climate in which we, as free 
Americans, can best live.” 


Many young doctors are not entering private 
practice. They are seeking “the area in which they 
will be able to provide for themselves and their 
families. As an employee, the innumerable fringe 
benefits, including many tax advantages, will make 
his real income higher than he can expect as a pri- 
vate practitioner.” The inequitable situation is harm- 
ful to the profession. 

The identical Jenkins-Keogh bills were intro- 
duced by the House Ways and Means Committee. 
They have been endorsed by both parties. “The bill 


is designed to permit self-employed individuals to 
set aside, in a restricted retirement fund, a limited 
portion of their income. On this portion, no tax 
would be paid in the year it was earned and set 
aside. The bill would allow deductions of 10 percent 
of earned net income, or $7,500, whichever is 
smaller. The total deductions during a taxpayer’s 
lifetime could not exceed $150,000. The money set 
aside and excluded from taxable income would have 
to be paid either to a trust fund established by an 
association for the benefit of its members, or to an 
insurance company as a premium for a retirement 
annuity contract. In either case, no income pay- 
ments or cash refunds could be made before the 
age of 65, except in cases of total disability or death. 

“The bill also includes a provision enabling per- 
sons already between the ages of 55 and 75 to make 
somewhat larger annual deductions than the basic 
amount. 

“The measure also permits a carryover of any 
unused deduction for a period up to five years. This 
provision is designed to treat fairly those persons 
with extreme fluctuations in income. 

“The bill would apply both to persons who are 
self-employed and to employed persons who are not 
eligible under an existing pension or profit-sharing 
plan. Each individual plan would require the ap- 
proval of the Commissioner of Internal Revenue.” 

Our greatest problem is to convince the opponents 
of the measure that it is not, nor will it be used as 
a tax dodge. 

It is possible that this bill will be amended this 
year as it has been in the past, “but the basic prin- 
ciple which we advocate—the basic idea which we 
support—is a measure to permit the self-employed 
individual to voluntarily set aside a portion of his 
earned income annually into a restricted retirement 
plan, and in so doing receive the same tax defer- 
ment advantage already awarded by the employer 
to his employed counterpart. 

“The bill has a 2 to 1 majority of the Committee 
on Ways and Means. The job ahead is to persuade 
that majority to report out a bill. This persuasion 
must come largely from you. Communicate with 
your Congressmen and point out that they too wish 
to be able to set aside tax-deferred funds for their 
retirement. With your hard work on your own Con- 
gressman, we stand a good chance of writing the 
Jenkins-Keogh bills into law in 1956.” 


(From Proceedings of the Regional Legislative 
Conference, Committee on Legislation, American 
Medical Association, New York, N.Y., October 
29, 1955. To be continued.) 

L. T. M. 
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Medical Women in New England 


HISTORY OF THE NEW ENGLAND WOMEN’S 
MEDICAL SOCIETY * 


Eighty years ago, when the status of medical 
women was in the balance, when the opportunities 
for a thorough medical education for women were 
very limited and few clinical advantages were open 
to them, when they were entirely excluded from 
all medical societies, and only a favored few could 
get a professional brother to consult with them, a 
number of the women physicians of Boston and 
vicinity conceived the idea of forming a medical 
society of their own. Accordingly, on January 17, 
1878, they met at the house of Dr. Lucy E. Sewall; 
and thus originated the first medical society formed 
by women. 

Officers were chosen and a committee appointed 
to draft a constitution and by-laws. The name to 
be adopted by this society was the subject of earnest 
discussion. It was argued that membership should 
be open to any reputable physician residing any- 
where in New England, only those being ineligible 
who professed to practice some exclusive system 
of medicine. It was also proposed that no sex line 
be drawn. Since most of the women initiating the 
movement were either connected with the New 
England Hospital for Women and Children, or 
had profited by the opportunities it presented, and 
since it was the only hospital in New England to be 
founded for and managed by women, it seemed 
natural that it should be honored in the title. It 
was strongly urged by the few men eminent in the 
profession, who had warmly championed the cause 
of women in medicine, that as the New England 
Hospital had set the standard for women physicians 
in Boston, a society bearing its name would be a 
passport to its members, and enable them to secure 
consultants when needed. For all these reasons, the 
name New England Hospital Medical Society 
seemed most appropriate, and was unanimously 
adopted. 


The society began with twelve members: Dr. 


* This is a combined historical report, giving some 
history of the New England Women’s Medical Society, 
and how it became a Branch of the American Medical 
Women’s Association. 
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Marie E. Zakrezewska, president; Dr. Lucy E. 
Sewall, vice-president; Dr. Emily F. Pope, secretary 
and treasurer; Dr. Helen Morton, Boston; Dr. 
Emma L. Call, Boston; Dr. C. Augusta Pope, Bos- 
ton; Dr. Fanny Berlin, Boston; Dr. Adelaide Rich- 
ardson, Boston; Dr. Isabel Barrows, Dorchester; 
Dr. Esther Hawkes, Lynn; Dr. Sarah M. Craw- 
ford, Roxbury; and Dr. Eliza M. Mosher, South 
Framingham. 

One of the first acts of the society was to get 
the names of its members entered in the Boston 
Directory by this title, “New England Hospital 
Medical Society,” in order to separate themselves 
from irregular practitioners. 

The society met for the first twelve years at the 
house of some member. Afterward, in view of the 
increased numbers, it seemed best to rent a place 
for the meetings. 

From the first, the society interested itself in all 
matters pertaining to the advancement of women 
physicians. Thus, in 1880, they consulted with dele- 
gates from New York and Philadelphia in regard 
to raising a fund which should tempt some large 
university, preferably Harvard, to admit women 
to its medical school. 

In 1881, the subject of incorporating the so- 
ciety was agitated, but it was voted inexpedient 
to do so. The subject of gaining admission to the 
Massachusetts Medical Society was ever a burning 
one until it was decided favorably for women in 
1884. Dr. Emma L, Call was the first woman to be 
admitted. 

In 1887, it was voted that the annual meeting 
should have more of a social character, with a 
banquet. This met with great favor, and has since 
been followed. There has been a steady growth in 
numbers; after 10 years there were 28 members, 
after 20 years, 44; after 30 years, 60, 

In 1893, the society was invited to merge with 
the Gynaecological Society of Boston. It was voted 
not to accept this invitation, since the society did 
not wish to lose its identity or to deprive its mem- 
bers of one of the principal results of its organi- 
zation: the opportunity for the cultivation of a 
strong feeling of esprit de corps among women 
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physicians. In 1899, at their earnest solicitation, 
dentists were admitted as associate members with 
all the privileges of the society except the ballot. 

Until 1903, the literary and scientific programs 
had been supplied by voluntary contributions of 
members or by solicitation of the secretary, which 
made the position of secretary at times rather 
burdensome. Then the plan of dividing the society 
into ten sections was adopted, each with a chair- 
man who was responsible for the program for one 
evening, calling on whom she pleased for papers. 
Anyone desiring to read a paper or present a speci- 
men applied to the chairman for a place on the 
program. This plan has worked very satisfactorily, 
and has made our society so active that the business 
hour has been crowded out of our meetings, thus 
necessitating the formation of an executive board. 


(The foregoing is the history of the society as 
printed for distribution in 1908.) 

In 1910, on motion of Dr. Call, the name of the 
Society was changed to The New England Wom- 
en’s Medical Society. This was done because other 
institutions in Boston were admitting women physi- 
cians to service, and we were anxious to enroll 
them all. 


Following World War I, the membership in- 
creased rapidly. It seemed wise to reduce the 
number of meetings to three a year because the 
members were attending also the monthly meet- 
ings of the State Society, the various specialist 
meetings, and the clinical conferences at the New 
England Hospital. For the same reason, the meet- 
ings have been less strictly scientific and more social 
in character. 

Our organization has been valuable in uniting 
the women physicians of Boston and vicinity for 
activity in causes of common interest. 

Prominent members of our society who have 
died have received memorials from the society. We 
gave to the New England Hospital portraits of Dr. 
Smith and Dr. Culbertson, famous and devoted 
surgeons, and established a memorial scholarship 
in medicine in honor of our great medical chief, 
Dr. Sarah A. Bond. A circular describing the in- 
ception and accomplishments of the scholarship 
stated that: 


“Dr. Sarah A. Bond of Boston died in 1919, 
in the midst of a large and successful practice, 
and in happy medical relations with several schools 
and colleges. The local association of women phy- 
sicians, from whose presidency she had just retired, 
sought to perpetuate her memory and influence 
by founding a scholarship for a succession of women 
medical students who should be considered worthy 
to carry its tradition. 


“The modest sum of $2,000 was collected, chiefly 
in small gifts, and put to work in 1921. We did 
not limit our choice to one medical school, but have 
selected candidates on the basis of their suitability. 

“Two of the students so honored have graduated 
from the medical school at Ann Arbor, Michigan; 
one from Tufts Medical School; one from the 
Woman’s Medical College of Pennsylvania; and 
one is in Cornell. One is a surgeon in India, one is 
training for work in Korea, one is practicing in 
Boston, one in Pennsylvania, and one is still an 
undergraduate.” 

These are without exception women of high 
scholarship and fine character, carrying into the 
practice of medicine the principles for which Dr. 
Bond lived and died. 

It had been suggested to the Society by the 
AMWA that it become a Branch of the national 
organization, but all such efforts had been re- 
sisted. During World War II, no meetings were 
held, and consequently the Society became some- 
what disorganized. Finally, in 1950, a meeting was 
held at the College Club. All former members were 
sent notices, and the meeting was well attended. 

One object of this meeting was to disband as 
the N.E.W.M.S. and take the necessary steps to 
become a Branch of the AMWA. Another object 
was to consider what should be done with the fund 
of $2,500 collected in memory of Dr. Bond. If 
the status of the Society was to change, it was 
considered wise to see that proper disposition was 
made of this fund. At this meeting, the necessary 
business was transacted to bring about dissolving 
the old Society, and a committee was appointed to 
decide what was best to do with the Bond Scholar- 
ship Fund. It was decided to hold another meeting 
to transact necessary business to bring about the 
changes, and to hear the report of the committee 
on the Bond Scholarship Fund. 

A second meeting was held a month later, The 
Bond Scholarship committee reported in favor of 
transfer of the fund to Tufts College, to be ad- 
ministered by them for the benefit of a woman 
medical undergraduate. This decision was accepted 
by the Society and the committee empowered to 
proceed to make the transfer. 

The N.E.W.MLS. then voted to disband. This 
was done with the understanding that most of the 
members intended to reorganize as a Branch of the 
AMWA. Many were already members-at-large. 

The following are extracts from letters concern- 
ing the transfer of the Fund: 

(Continued on page 67) 
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World Health Organization 


XPERIENCE OF THE PRODUCTION and use of 
Be vaccines in eight different countries 
was reviewed by the WHO Study Group 
on Poliomyelitis Vaccine which met in Stockholm 
under the chairmanship of Dr. Karl Evang, Direc- 
tor General of Health Services, Norway. 
The following information was presented: 


United States. In the United States, special 
studies have been undertaken in eleven states with 
a view to estimating the results obtained by large- 
scale polio vaccination programmes. Typical of the 
preliminary reports available are those from New 
York State and from Minnesota. 

In New York State, out of 450,000 children from 
6 to 10 years of age who were vaccinated, 153 con- 
tracted polio. Of these, 18 suffered from the para- 
lytic form of the disease. These figures may be 
compared with a “control” group of 280,000 chil- 
dren of the same age group among whom there 
were 178 cases, 59 being paralytic. 

The rates of incidence of the paralytic form ob- 
tained by this study were 4 per 100,000 for vacci- 
nated groups and 21 per 100,000 for unvaccinated. 

Figures for the state of Minnesota were 24 cases 
(including 3 paralytic) among 112,000 vaccinated 
children of 6 to 9 years against 22 cases (including 
10 paralytic) among 33,000 unvaccinated children 
of the same age group. 

Incidence rates for the paralytic form of polio are 
thus 2.7 per 100,000 for vaccinated children against 
30.1 for unvaccinated. 

The occurrence of a number of cases of polio as 
a result of vaccination with certain lots of commer- 
cially-prepared vaccine led to the temporary sus- 
pension of the vaccination programme in May 1955 
and to the setting up of revised safety standards. 

It was stated that no evidence had come to light 
that tends to incriminate any lot of vaccine of any 
manufacturer that has been released and used since 
the new safety standards were adopted. 


Canada. During the period April to July 1955, 
860,000 Canadian children in the 5 to 9 age group 
were vaccinated. The vaccine used was made ac- 
cording to the Salk formula by one single Canadian 
laboratory. 

Preliminary results available from four provinces 
indicate that among the children vaccinated, only 
1.07 per 100,000 had contracted paralytic polio 
compared with 5.39 per 100,000 among unvaccinat- 
ed groups. 
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Only three cases of polio had been reported oc- 
curing in children during the first four weeks after 
vaccination. Further investigation showed that there 
was only one of these for which vaccination could 
possibly be held responsible. 

Denmark. In 1953, Denmark decided to begin 
production of poliomyelitis vaccine following prin- 
cipally the methods described by Dr. Salk. 

In April 1955, vaccination was begun among all 
children from 7 to 12 years of age. No cases of polio 
occurred among the 425,000 children vaccinated. 
On the other hand, from April to September 1955, 
only seven cases of paralytic polio were reported 
in the whole of Denmark. 

In October, the vaccination campaign was extend- 
ed to children from nine months to school age. To 
date, 250,000 under age 7 have been vaccinated. 


Vaccination on a large scale has been carried out 
in Greenland and among schoolchildren in the Fa- 
roe Islands. 

South Africa. At the end of 1954, South Africa 
was ready to produce a vaccine similar to but not 
identical with the Salk vaccine. In April 1955, plans 
were laid to vaccinate 200,000 children, but were not 
put into effect owing to discouraging reports of 
experience in the United States. 

After careful retesting, the vaccine was issued in 
September 1955 in quantities sufficient to vaccinate 
15,000 children under 6 years. No cases of paraly- 
sis had been reported among vaccinated children. 
Two doubtful cases which were investigated turned 
out not to be polio. 

No figures are yet available concerning the re- 
duction in incidence of polio which might result 
from the vaccinations. 

Germany. In Western Germany, the production 
of vaccine of the Salk type began early in 1954. In 


all, 100,000 vaccinations had been given. No cases ” 


of paralytic polio were reported in vaccinated 
children. 

The vaccination programme was stopped in May 
1955 following reports from the United States. It 
was stated however that Germany was now ready 
to resume its large-scale vaccination programme 
using vaccine conforming to the new safety stand- 


ards approved by the Paul-Ehrlich Institute on the 


basis of those now being applied in the U.S. ° 
France. The Institut Pasteur of Paris has pro- 

duced a vaccine similar in principle to the Salk vac- 

cine. Particularly careful study had been given to 
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the physiochemical aspects of the process involved 
in the preparation of the vaccine. 

In France, vaccination had been used for only a 
small group of children who had been selected fol- 
lowing a thorough serologic survey of different age 
groups. Each vaccinated child was followed up care- 
fully. No ill effects had been observed and no cases 
of polio had been reported among vaccinated 
children. 

France was expected shortly to make the decision 
whether or not to launch polio vaccination on a 
wider scale. 


United Kingdom. In Great Britain, Salk vaccine 
was made but was never issued for use because 
American experience in May 1955 raised questions 
as to its safety. 

Since then, alternative strains of virus have been 
tested, and one has been selected to replace that 
which had given the early trouble with the Salk 
vaccine. 

Vaccine incorporating this safer strain is now in 
commercial preparation. No decision has yet been 
taken as to how the vaccine expected to be available 
in the spring of 1956 should be offered for use to 
the greatest advantage. 


Sweden. Sweden has also produced vaccine simi- 
lar to the Salk type but differing from it in certain 
respects. Test inoculations were made during Feb- 
ruary and March 1955 in 2,000 schoolchildren in 
the 8 year and the 13 year age groups. This was a 
field trial intended to provide guidance concerning 
the best methods to follow. 

In April 1955, it was decided to discontinue use 
of the vaccine until better proofs could be obtained 
of its safety. Since then, research has been carried 
on aiming to produce an effective vaccine that could 
be given without risk. 

In summary, approximately ten million children 
in five countries have been vaccinated against polio- 
myelitis with no ill effects, apart from the compara- 
tively few cases in the United States which were 
traced to the use of some faulty vaccines. 


Polio vaccine of the Salk type has been shown to 
give good protection to children between the ages 
of 6 to 10 years. This is the only age group for 
which sufficient evidence is available to allow a defi- 
nite opinion to be expressed. It is not yet possible to 
say how long the immunity conferred by vaccina- 
tion can last. 

In the opinion of the group, the latest develop- 
ments in production techniques and methods of 
testing of vaccines should be a further assurance of 
the safety of the product. Great importance should 
however be given to the continuing need to apply 
stringent safety tests to all lots of vaccine produced. 


The scientists made a critical review of the meth- 
ods at present in general use to ensure the harmless- 
ness of polio vaccine, and included in their report a 
number of highly technical comments concerning 
current safety testing procedures. 


The report mentions two main considerations on 
which any decision of this kind should be based. 
They are: 1) the seriousness of the existing polio 
situation in the country concerned, particularly with 
regard to the paralytic form of the disease; and 2) 
the cost and practicability of a vaccination pro- 
gramme considered in relation to the funds and fa- 
cilities available, and to the saving in human suffer- 
ing and in the cost of hospital and social care which 
may result. 


Asa general rule, the members recommended that 
countries with a high incidence of poliomyelitis of 
the dangerous paralytic form should plan to bring 
vaccination into routine use at an early date. In 
countries with a low incidence of paralytic polio, a 
decision to vaccinate on a large scale should be made 
only after a careful review of all the relevant 
circumstances. 

Recognizing that in a large number of countries 
there was only very scanty information available 
concerning the seriousness of poliomyelitis, the 
group also recommended what studies and surveys 
should be undertaken in order to furnish national 
health authorities with the basic information they 
needed in this matter. 

Among the important auestions discussed by the 
scientists was that of whether certain inoculations, 
and particularly those which cause severe local reac- 
tion, could have a “provocative” effect which in 


‘ some way increased the dangers of poliomyeltis in- 


fection. It was agreed that such a “provocative 
effect” did in fact exist. 


The group also dealt with the very important 
question of the strains of virus which should be 
used in the production of vaccines, and listed the 
characteristics which should be sought in these virus 
strains. Detailed examination was also made of a 
large number of other technical questions connected 
with the processing and testing of vaccines. 


Among the group’s recommendations to the 
World Health Organization are several concerning 
valuable lines of research which should be followed. 
Members attached great importance to information 
presented to them concerning the progress of re- 
search on a new “living virus” type of vaccine differ- 
ent in principle from the “inactivated virus” vaccine 
of Dr. Salk. It was agreed that the “living virus” 
vaccine was still in an early and experimental stage 
of development, but that work on it should continue 
to be encouraged. 
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American Medical Women’s Association 


PRESIDENT’S MESSAGE 


of George Washington, the father of our country, and the father of our democratic way of life. On 
the fourteenth, we celebrate Valentine’s Day and we open our hearts to our loved ones. 

We members of the AMWA can honor our democratic way of life and, at the same time, show the 
warmth and friendship in our hearts by giving special attention to the young women who are interns and 
residents in our own communities. It is simple enough to invite them to our Branch meetings, and most 
Branches do so. However, some of the young physicians need a little special attention to make them feel that 
they are truly welcome. This need be nothing more than a ’phone call, offer of transportation, or perhaps a 
guest ticket for a dinner meeting. Such little courtesies mean a great deal. Don’t you remember the temerity 
with which you would have attended a meeting of the AMWA when you were in your mid-twenties? I do! I 
would never have gone to a meeting alone. I needed someone to bolster my courage and self-confidence. 

I have heard, too often, the statement made by women physicians that they have never received any en- 
couragement or help from other women physicians. I find this hard to believe, and I cannot believe that this is 
true of the women whom I have met while working with this Association. I know that we are deeply inter- 
ested in the activities of all women physicians and that we want to encourage able young women to study 
medicine and to help them whenever possible. But perhaps we do not show this interest in a tangible manner. 
Perhaps we need to take stock of our actions and be certain that we convey to these young women the feeling 
that we are deeply concerned about them. We must let them know that we consider them to be our most 
precious investment in the future of womén in medicine. Let’s open our hearts this February and make cer- 


tain that our women colleagues know how we feel about them. 


Te ARE TWO SPECIAL DAYS IN FEBRUARY which we enjoy. On the twenty-second, we honor the birth 


MEDICAL WOMEN IN NEW ENGLAND 
(Continued from page 64) 


June 1, 1950, from Dr. Dwight O’Hara, dean $2,500.33 from the New England Women’s Medi- 


of Tufts Medical School, to President Leonard cal Society. I can assure you that the fund estab- 
Carmichael, Tufts College: “I am writing concern- lished by this check will be administered according 
ing the transfer of funds to Tufts College from to your previous instructions.” 


the N.E.W.MLS. for the purpose of perpetuating 
a Scholarship which the Society has administered 
since 1919 in memory of one of its former mem- 
bers, ‘The Sarah A. Bond Scholarship.’ In 1950, 
the New England Women’s Medical Society trans- 
ferred the principal sum of $2,500, upon which this 
scholarship rests, to the trustees of Tufts College 
for permanent administrative purposes. The income 
from the fund thus established is to be used an- 
nually as a scholarship for the benefit of women 
medical students.” 

From the letter by President Carmichael to 
Dr. Margaret Noyes Kleinert, committee chairman: Marcaret Noyes Ktieinert, M.D., Historian 
“Thank you very much indeed for the check for Branch Thirty-Nine 


Branch Thirty-Nine, has continued to prosper. 
There are now 65 members. Three well attended 
meetings have been held each year, with the annual 
meeting coming at the same time as the Massachu- 
setts Medical Society Meeting. There has been 
a yearly succession of presidents, Dr. Marian Perry 
who so ably helped us organize has continued as 
secretary-treasurer. The other presidents have been 
-Dr. Patricia Benedict, Dr. Anna Wight, Dr. Dera 
Kinsey, and Dr. Victoria Cass. 


1956 
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AMWA Plan of Work 
1955-1956 


I. Industrial Medicine 
The theme for special emphasis in National and Branch 
Programs. 


IL. Scholastic Awards 
To women medical students graduating with exception- 
al scholastic records. 


Ill. Scholarship Loans 
An important source of financial assistance for qualified 
women medical students. 


ae IV. Opportunities for Medical Women 
Listings of part time and full time positions open to wo- 
men physicians. 


V. General Fund of the Association 
Contributions needed to establish a reserve fund to be 
used for general expenses of the Association. 


VI. Organization and Membership 
Need for more members and new Branches urgent. 


VII. American Women’s Hospitals and Woman's Medical College 
of Pennsylvania 
Contributions are solicited to continue and expand the 
work of these fine organizations. 


VIII. Library Committee and Association Archives 
Plans for a new library at the Woman's Medical College 
of Pennsylvania are progressing and contributions are 
needed. This building will house, in addition to the exist- 
ing collection of medical literature, the archives of the 
AMWA. Historical material is wanted. 


IX. International Good Will 
To be fostered by hospitality to foreign women students, 
house staffs, and visitors. 


. Medical Women of the Year 
An outstanding woman physician is selected by each 
Branch to be honored at the Mid-Year Board Meeting. 


XI. Essay Contest for Medical Students, Interns, and Residents 
sa “How the AMWA Can Help Me in the Pursuit of My 
reer. 


XII. Upholding the Objects of the Association 
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| WITH THE AMWA AROUND THE WORLD 


Dr. Brakeley Reports On World Tour 


T THE MEETING of the American Women’s 
A Hospitals board on October 14, 1955, Dr. 
Elizabeth Brakeley, who had just returned 
from a world tour, gave an interesting talk on the 
places she had visited and the people she had met. 
She was enthusiastic regarding the work of Dr. 
Pierra Vejjabul of Thailand and the women doctors 
she met at Hong Kong, and especially about the 
work carried on in Greece by the AWH. Her re- 
port is in line with the statement received from the 
Mayor of Nikaia: 
“Dear Dr. Lovejoy: 

“From ‘my student years, as a permanent 
resident of Nikaia, and as a professional man 
who has been treated in your hospital, I have 
followed the activities of the American Wo- 
men’s great philanthropic organization which, 
after the disaster of Asia Minor, rendered val- 
uable services all over our country. 


“I feel the obligation after my visit on the 
4th inst. in your Free Clinic, as Mayor of this 
City, to render honour to you as president of 
your organization and thank you on the part 
of the City of Nikaia for the continuation of 
your philanthropic services. You have estab- 
lished and kept up the Free Clinic which ren- 
ders services to the poor people of the greatest 
working city of Greece. 

“The City of Nikaia, being always grateful 
to you, expresses through me, her Mayor, her 
thanks and gratitude. We ask you and beseech 
you to remember us and continue to help us 
within the possibilities of your philanthropic 
organization, 


Very cordially yours, 
N. Tountoulides, Mayor” 


Pursuit of My Career 
Second Prize—$50 
The Object: 


To Participate: 


Announcing 


$100 CASH PRIZE 
To the woman medical student, intern or resident who writes the best essay on the 
subject, How the American Medical Women’s Association Can Help Me in the 


Third Prize—$25 


One of the most important functions of the AMW? 
is to aid women medical students and 
to assist women physicians in postgraduate work 
We Want to Know: What your problems are 
How we can help 
Where we succeed and where we fail in our efforts to 
make the study and practice of medicine easier for you 
as a young woman physician 
Be honest in your evaluation 
Criticize where necessary 
We can swallow a pill—with or without sugar coating 
Write an essay of 100 to 500 words on the above subject 
Send before April 1, 1956, to 


Ruth Hartgraves, M.D. 
American Medical Women’s Association, Inc. 
1790 Broadway, New York 19, N.Y. 


Prizes will be awarded in June 1956 


RutH Harteraves, M.D., Chairman 
Essay Contest 


J.A.M.W.A.—Fesruary 1956 


69 


| 
| 
| 
a 
| 
4 | 
= 


Medical Women’s 


1956 Interna 


N INTERNATIONAL Tour is being ar- 
Aw in conjunction with the MWIA 

Council Meeting which will be held in 
Burgenstock, Switzerland, from September 21 
to 24, 1956. The Tour will visit the Scandina- 
vian countries (including Iceland and Finland), 
Western Germany, Switzerland, Alsace-Lorraine, 
and Luxembourg. If circumstances permit, an 
alternative itinerary to include Moscow and 
Berlin can be arranged. Although much ground 
will be covered, the trip will not be arduous, 
since most of the travel will be by special bus; 
which will eliminate the bother of meeting train 
schedules, the nuisance of baggage transfer, and 
other travel annoyances. Travel by bus also per- 


mits visits to many places which cannot be in- 
cluded on train routes, and allows the travelers 
to see more of the native countryside. There 
will be a courier to manage accommodations, 
customs, visas, and similar necessary details. 


The Tour begins on August 31, 1956, with 
flight from Idlewild, New York, via Icelandic 
Airlines to Reykjavik, Iceland (1), for a day of 
sight-seeing and a night in the Arctic Circle; then 
by plane to Oslo and a four day trip through the 
Norwegian fjords (2) by boat and special bus; 
across Sweden to Stockholm; from which the 
Tour will proceed to Turku, Finland, by over- 
night boat, by bus to Tampere, and a boat ride 
on the “Silver Route” to Aulanko for the night; 
the next morning to Helsinki (3) for two days, 
then back to Stockholm by overnight boat and a 
‘day of sight-seeing; thence by boat train to 
Denmark and Copenhagen (4). From this point 
on, there will be a special bus which will trans- 
port the Tour members to Lucerne, Switzerland, 
by way of Hamburg (5), Hanover, Cassel, 
Frankfurt, Heidelberg, Baden-Baden, the Black 
Forest, and Konstanz, stopping for meals and 
overnight at interesting spots along the way. 
After Konstanz, the Tour will continue by bus 
to Zurich and Lucerne, arriving on the evening of 
September 20 for the MWIA meeting at Bur- 
genstock the following day (6). 
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International Association 
tional Tour 1956 


After the Council Meeting, the Tour will 
be resumed with a trip over the Alps to Inter- 
laken, and by special bus along the Lake of 
Thun to Bern and to Basel. From Basel, it will 
go through Alsace-Lorraine to Strasbourg and 
then to Luxembourg, where the plane via Ice- 
land will be taken for the return trip to New 
York, arriving on the morning of October 1. 

For those who prefer to cross the Atlantic 


" by’ boat, individual arrangements will be made 


so that the travelers by sea will meet the travelers 
by air in Oslo. Also, on the return trip, trans- 
portation from Luxembourg back to New York 
via Brussels, Paris (Havre), or other ports will 
be arranged according to the desires of the 
individual. 

The alternative trip to USSR will begin with 
a plane trip from Helsinki (September 11) to 
Leningrad and to Moscow for a two to three 
day visit; then by plane to Berlin for a day and 
a night, leaving for Frankfurt by plane to rejoin 
the group for travel to Heidelberg. 

On the Tour, places of medical interest will be 
visited and meetings will be held with the medi- 
cal women of the country. Members of the Tour 
having preferences for special clinics or hospital 
visits will be put in touch with similar specialists 
in the country being visited. Final arrangements 
will depend on the number in the party and on 
their special interests. Friends and husbands are 
invited to participate. It will be greatly appre- 
ciated by the organizer of the Tour and the 
agency making the arrangements if those ex- 
pecting to take the Tour will communicate with 
us as soon as possible so that we may make the 
most agreeable arrangements and provisions for 
individual interests. 

If interested, please write for details as soon 
as possible to Ada Chree Reid, M.D., Past Presi- 
dent, MWIA, 118 Riverside Drive, New York 
24, New York. The Association for Academic 
Travel Abroad, Inc., Dr. F. Kaufman, Director, 
40 East 49th Street, New York 17, New York, 
will handle travel arrangements and reservations. 
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Mittens TO THE EDITOR 


“When I last wrote, we had just opened the ex- 
tension to our Children’s Ward. We have accom- 
plished the unheard of thing in India of admitting 
children without parents. The results are gratify- 
ing. We find that the children improve much more 
quickly and can go home sooner than formerly when 
the mother, grandmother or a little sister stayed 
with each sick child in order to carry him around 
on the hip or to shake the bed or to give some for- 
bidden feeding. The nurses could not give proper 
care; and at night when we made rounds in the 
children’s wards, the beds would be empty and the 
sick children would be asleep on the floor near their 
sleeping mothers. Now the ward is quiet, the chil- 
dren are fed regularly, and kept in their beds. After 
the first few minutes of separation, they are happy. 
We have a small pavillion near the Children’s Ward 
where mothers can stay at nights or in the daytime 
so they can be present for the visiting hours. 

“In June, our pastor, Rev. A. M. Bhasker, did 
the honors for us in breaking ground for the new 
Outpatient Department. The foundation is now 
complete and the building is growing above ground 
level. This will be the Sollenberger Memorial Dis- 
pensary. In it there will be a doctors’ library, a medi- 
cal superintendent’s office, and a nursing superin- 
tendent’s office. At present, the medical superintend- 
ent has no office, and I use my room as an office. 

“We are having much obstetric work. In spite of 
the family planning propaganda in India, we are 
helping India’s population growth. Up to the pres- 
ent, we have had 79 more babies than we had up to 
this time last year. We will have over 500 babies 
born here in 1955. Our midwifery students, who 
took their examinations in March and in June, have 
all passed and the new class has started. Dr. Hui- 
tema takes a keen interest in every single delivery. 
The students of midwifery are learning to take re- 
sponsibility for their patients in a fine way, and the 
graduate nurses are asking for some experience in 
midwifery before they leave to take up work in 
other places. 

“The men’s wards have had a change in person- 
nel, for Dr. Pickard and his family moved to Yad- 
giri in July, and Dr. Michael Cartner came here 
after 15 months of internship and surgical residency 
in Vellore. He and Dr. Rupsen are very busy on 
the men’s side. They are doing a lot of major sur- 
gery also. One week they did four gastric operations, 
and we were running everywhere trying to find large 
bottles to set up extra suction apparatus. Last week 
there were two men patients with perforations from 


peptic ulcers. In our women’s wards, we have a fair 
amount of gynecologic surgery, so that our women 
doctors with Dr. Huitema are kept busy. Dr. 
Susheela was married in March and Dr. Abraham 
left to go to dispensary work in the World Gospel 
Mission in June. Dr. Jayamoni Samuel returned in 
June after passing her M.B.B.S. examinations in 
April, and Dr. Miriam Singh joined us in July after 
a year’s experience following her Vellore internship. 
Dr. Lily Immanuel was with us for two and a half 
months before answering a call to our Methodist 
Hospital in Bidar, where she has now gone to work 
with Dr. Sunder Raju. 

“When Dr. Pickard and family went to Yadgiri, 
where a new hospital is being built, we lost several 
fine staff members. Mrs. Sara Abana, who had been 
here for 18 years as head nurse and assistant nurs- 
ing superintendent, is now in Yadgiri as nursing 
superintendent. We miss her on every hand, but are 
glad she has this new opportunity in Yadgiri. Flor- 
ence Samuel, an excellent laboratory technician, has 
joined the Yadgiri staff; also Guruputra, a com- 
pounder here for six months’ training in x-ray work. 
We miss Louisa Pickard in the church music, in the 
choir, teaching our nurses music and English. In so 
many ways she brought the joy of living into our 
midst. I wish we could pass on a photographic rec- 
ord of Dr. Pickard’s leaving Kolar for his 350 mile 
trip to Yadgiri in his jeep station wagon. Your 
imagination may help you to picture the load; 2 


__ cycles standing in the back, 8 goats, 25 turkeys, and 
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2 cats; 2 of the turkeys very bravely sat on the bi- 
cycle seats; Guruputra was in the front seat next to 
Dr. Pickard, who was driving; and between them 
were a box of very special instruments, a microscope, 
and other boxes up to the top of the car; in front, 
hiding the windshield, other boxes were piled high. 
On the top were a large bed, a mattress, suitcases, 
and boxes. But apparently they had a successful 
trip, arriving in Yadgiri on the second morning, 
having spent two nights on the way. Now they are 
carrying on a full program of outpatient work in a 
room which will later be the mortuary of the hos- — 
pital. The hospital will be ready by December. 
“September 8 and 9, we are having a Hyderabad 
Area Medical Council meeting in Yadgiri. Dr. 
Brewster, our medical secretary of the Board, visited 
India last spring. After seeing our health centers 
and hospitals, he suggested that we try to get to- 
gether representatives from all of these places for 
discussion and greater co-operation. Bishop Mondol 
(See following page) 
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Across My Desk 


Flows A Wealth Of Information Related To The Work Of The American Medical Women’s Association. 


CIVIL DEFENSE 


The Sixth Annual Conference of the County 
Medical Societies Civil Defense Organization met 
in Chicago, Illinois, November 12-13, 1955. Physi- 
cians and civil defense officials from 26 states at- 
tended this conference sponsored by the Council on 
National Defense, American Medical Association. 

The conference pointed out the vital need for 
preplanning and adequate medical civil defense pre- 
paredness. Workshops were devoted to medical 
training, assignment, evacuation, and dispersal. 

Experts and scientists also discussed the defenses 
against, and effects of nuclear radiation. 

The Federal Civil Defense Administration will 
distribute within a short time to cities in all regions 
26 civil defense emergency hospitals for training 
and display purposes to aid in the promotion of the 
FCDA hospital program. The displays will be ro- 
tated among cities in the seven FCDA regions. 


Universal tattooing of every person to indicate 


his blood type has been advocated by Dr. Frank B. 


Berry, Assistant Secretary of Defense (Health and 
Medical), Washington, D.C. Dr. Berry said the 
tattooing is necessary to insure proper treatment, 
including transfusions of the injured, in event of 
widespread civil or wartime disasters. He suggested 
tattooing as the surest method and recommended 
that it be done at the waistline, an area usually pro- 
tected by a belt, or in the lower armpit, another 
protected area. 


The U.S. Naval Radiological Defense Labora- 
tory, dedicated on October 14, 1955, in San Fran- 
cisco, is the only research organization in the country 
devoted solely to the study of nuclear radiation 
effects. The studies center around the harmful 
effects of radiation resulting from nuclear reactions, 
and developing means of preventing or minimizing 
the hazards of those effects. 

(AMA Civil Defense Review, Council on Na- 
tional Defense.) 


—L. T. M. 


asked me to organize this medical council meeting. 
The programs have been printed and sent to about 
twenty persons who will be present. We are so happy 
that Eva Logue arrives in Bombay September 5 and 
will be in Yadgiri just in time to meet with us. We 
hear from Dr. Sonna of Yellari and from Dr. Sun- 
der Raju in Bidar that they are having so much rain 
that they hardly know how they are going to be able 
to travel. Dr. Sonna wrote that she had walked some 
miles in ankle-deep mud for a delivery case, and 
crops have been destroyed. In one village, 150 mud 
houses have collapsed. 

“Lovingly and gratefully, 

—EstHER SHOEMAKER” 

September 3, 1955 
Ellen T. Cowen Memorial Hospital 
Kolar, India 
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MATERIAL WANTED 


Will anyone having letters, records, papers, 
newspaper clippings, and other authentic material 
related to the life and work of Florence Rena Sabin, 
M.D., please communicate with Mrs. Elinor Blue- 
mel, 4501 South Franklin Street, Englewood, Colo. 


Mrs. Bluemel has been chosen by friends of the 
late Dr. Sabin to compile a biography of this re- 
nowned woman physician. 

Fett A sop, M.D., Chairman 
Committee on History 
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Opportunities for Women in Medicine 


CONTESTS AND AWARDS 


In order to stimulate interest and research in 
medical history among students of the medical 
schools of the United States and Canada, the 
American Association of the History of Medicine 
has established the William Osler Medal, to be 
granted annually to the author of the best student 
essay submitted to the Association. The medal has 
been named in honor of William Osler, who, more 
than any other academic teacher, succeeded in creat- 
ing among students enthusiasm for the history of 
medicine. 

The Association will consider unpublished essays 
by men or women who were students in schools of 
medicine and had not yet obtained their doctor’s 
degree at the time the essay was written. To be 
eligible, an essay must be submitted before or 
within one year after the author’s graduation. Es- 
says that are the result of original research will be 
given preference, but the Association will also con- 
sider essays which, without being the result of 
original research, show an unusual appreciation and 
understanding of historical problems. 


Essays should not exceed 10,000 words in length 
and must be sent before March 1, 1956, to Dr. 
Erwin H. Ackerknecht, Chairman, 113 Service 
Memorial Institutes, Madison 6, Wisconsin. 


COURSES 
The Yale Summer School of Alcohol Studies 


will hold its fourteenth annual session in 1956, dur- 
ing the four week period July 1 to July 26 inclusive. 

Teachers and school administrators; physicians; 
psychologists; clergymen and denominational 
workers; nurses; those in personnel work, public 
health, probation and parole, alcoholism education 
and therapy, and law enforcement; and other men 
and women engaged professionally in activities in 
which a knowledge of the problems of alcohol would 
be of advantage will be considered qualified for 
admission. 

Application for general admission must be made 
on the official application form. Students for part 
courses will not be accepted nor will visits to indi- 
vidual sessions be permitted except on special invi- 


tation from the administration. 


All applications for admission to the 1956 session 
must be submitted by April 15, 1956. For further 
information write: Registrar, Summer School of 


Alcohol Studies, 52 Hillhouse Avenue, Yale Sta- 
tion, New Haven, Connecticut. 
x 

Specialized training in child psychiatry is avail- 
able in a number of member clinics of the American 
Association of Psychiatric Clinics for Children 
which have been approved as training centers by 
the Association. The training begins at a third year, 
postgraduate level with minimum prerequisites of 
graduation from an approved medical school, an 
approved general or rotating internship, and a two 
year residency in psychiatry, approved by the Amer- 
ican Board of Psychiatry and Neurology. The ma- 
jority of these clinics have also been approved 
individually by the American Board of Psychiatry 
and Neurology for a third year of training and for 
an additional year of experience. 

This training is in preparation for specialization 
in child psychiatry, and especially for positions in 
community clinics devoted wholly or in part to the 
outpatient treatment of children with psychiatric 
problems. At the completion of training, attractive 
openings are available in all parts of the country. 
Fellows receive instruction in therapeutic techniques 
with children in outpatient settings which utilize the 
integrated services of the psychiatric clinic team. 
Most of the clinics have a two year training period 
although a few will consider giving one year train- 
ing in special cases. 

Fellowship stipends are usually in line with U.S. 


. Public Health Service standards, that is, approxi- 


mately $3,600, since these stipends come mainly 
from the Public Health Service. Stipends sometimes 
are paid by state departments of mental health, the 
individual clinics, and occasionally communities 
pay for the training of psychiatrists engaging to 
work in these communities at the end of their train- 
ing. Special arrangements may be made occasionally 
to supplement the stipends by taking on other re- 
sponsibilities locally, such as part-time work with 
the V.A., consultation to social agencies, and so 
forth. A limited number of training centers can 
offer higher stipends. 

For further information and for application 
forms write to: Miss Marion A. Wagner, Admin- 
istrative Assistant, American Association of Psy- 
chiatric Clinics for Children, 1790 Broadway, Room 
916, New York 19, New York. 


SYMPOSIA 


The First International Symposium on Venereal 
Diseases and the Treponematoses will be held at the 
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OPPORTUNITIES 75 


Statler Hotel, Washington, D. C., from May 28 
through June 1, 1956, Surgeon General Leonard A. 
Scheele has announced. The symposium will be 


sponsored by the Public Health Service, U. S. De- 


partment of Health, Education, and Welfare, and 
the World Health Organization. 

Commenting on the forthcoming meeting, Dr. 
Scheele said that this symposium will afford an ex- 
cellent opportunity for authorities in the field from 
all over the world to exchange ideas and informa- 
tion on the latest developments in research, diag- 
nosis, treatment, and case finding of the venereal 
and treponemal diseases. 

The agenda for the symposium will cover such 
topics as: Control of Venereal Diseases and the 
Treponematoses in Retrospect and Prospect; Re- 
porting and Statistical Problems; Natural History 
of Syphilis and the Treponematoses; Experimental 
Syphilis and the Treponematoses; Serology and 
Immunology of the Treponematoses; Diagnosis, 
Management, and Prognosis of the Treponematoses 
and the Venereal Diseases; Gonorrhea, the Minor 
Venereal Diseases, and Nongonococcic Urethritis; 
Epidemiology and Control Techniques; Health 
Education and Public Information; and Voluntary 
Agency Co-operation in Control Programs. 

The working languages of the symposium will be 
French, Spanish, and English. Arrangements are 
being made for simultaneous interpretation of 
papers in all three languages during the course of 
the meeting. 

For further information write to: Dr. C. A. 
Smith, Medical Director, Chief, Venereal Disease 
Program, Division of Special Health Services, Pub- 
lic Health Service, Department of Health, Educa- 
tion, and Welfare, Washington 25, D. C. 

* 

Three sessions of “Symposium on Tuberculosis 
and Other Pulmonary Diseases in Childhood” will 
be offered during the remainder of the 1955-1956 
academic year by the Post-Graduate Medical School 
of New York University-Bellevue Medical Center. 

The symposium is a full-time course of five days’ 
duration given under the direction of Dr. Edith M. 
Lincoln and Dr. Margaret M. H. Smith. It includes 
seminars and lectures on tuberculosis, pneumonia, 
and chronic chest diseases in childhood. The values 
of bronchoscopy, roentgenography, and various sur- 
gical techniques will be discussed and demonstrated. 
Applications are still being received for the sessions 
from March 12 through 16, and June 4 through 
8, 1956. 

Also, Post-Graduate Medical School is offering 
a part-time course on “Recent Advances in Tuber- 
culosis in Children.” This will be given Thursday 
afternoons from January 12 through March 29, 
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under the direction of Dr. Lincoln and Dr. Smith. 
The course is designed for pediatricians or general 
practitioners interested in the diseases of the chest 
in infants and children. It will include a compre- 
hensive survey of tuberculosis in children, covered 
by lectures and clinics in the outpatient department 
and patient rounds on the wards of the Children’s 
Medical Service of Bellevue Hospital. 

For further information write to Office of the 
Dean, Post-Graduate Medical School, 550 First 
Avenue, New York 16, N.Y. 


FELLOWSHIPS AND SCHOLARSHIPS 


The National Foundation for Infantile Paralysis 
has announced grants and appropriations totaling 
$1,372,513 for professional education in selected 
fields. This allocation will materially help to train 
doctors and associate medical personnel urgently 
needed for research and total patient care. The 
shortage of doctors, nurses, medical social workers, 
and occupational and physical therapists threatens 
the effective care of thousands of patients. 

These new awards bring to a total of $21,562,456 
the March of Dimes funds authorized since 1938 
for the National Foundation’s comprehensive pro- 
gram of professional education, the largest ever 
undertaken by a voluntary agency. 

Of the total sum of $1,372,513 newly authorized, 
$681,513 was granted to medical schools, univer- 
sities, hospitals, and professional associations 
throughout the United States, and $691,000 was 
appropriated for March of Dimes fellowships and 
scholarships. 

The current appropriations for fellowships and 
scholarships provide for $560,000 for applicants 
who are preparing for research and other careers 
in medicine and the related biologic and physical 
sciences, $31,000 for orthopedists interested in ad- 
vanced study, and $100,000 for students of medical 
social work. 

For further information write National Founda- 
tion for Infantile Paralysis, 120 Broadway, New 
York 5, New York. 


The National Foundation is also offering a num- 
ber of postdoctoral fellowships. The stipends range 
from $3,600 to $6,000. Applications must be sub- 
mitted by March 1, 1956, for consideration in May 
1956, and by September 1, 1956, for consideration 
in November 1956. 

For further information about any of the Na- 
tional Foundation fellowships write to Division ‘of 
Professional Education, The National Foundation 
for Infantile Paralysis, 120 Broadway, New York 
5, New York. 
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ALBUM OF WOMEN IN MEDICINE 


CATHERINE C. CARR, M.D. 


T THE TIME OF HER DEATH, Dr. Catherine 

Creighton Carr of Asheville, North Caro- 

lina, was serving as president of Bran-h 
Thirty-Two, Western North Carolina, of the 
AMWA, and was in her twelfth year of service as 
Asheville city school physician. 

Dr. Carr received her 
elementary education at 
Girton School, Winnet- 
ka, Illinois; her second- 
ary education at Miss 
Kelly’s School, Cam- 
bridge, Massachusetts; 
and obtained her A.B. 
from Bryn Mawr Col- 
ege in 1914. She attend- 
ed graduate school at 
George Washington 
University. 

Her medical degree 
was received from Johns 
Hopkins University, 
Baltimore, Maryland, in 
1919. She obtained her 
medical license in Mary- 
land in 1919 and was 
licensed in North Carolina in 1942. 

Her internship was spent at the Johns Hop'r 
Hospital, Harriet Lane Home for Invalid Ch'l- 
dren, She was attending physician, outpatient de- 
partment, Childrens Memorial Hospital, Chicago, 
Illinois, from 1921 to 1922. 

In 1922, she was married to Dr. Eugene M. Carr 
and she retired from active practice. Dr. Carr had 
one son who married and is living in Asheville. 

In 1942, she returned to Johns Hopkins Hospital, 
Harriet Lane Home, serving as dispensary physician 
for one year. Since that time, until her death, she 
was connected with the Asheville health department. 

Her medical society memberships included the 
Buncombe County Medical Society, the State Med- 
ical Society, and the AMA, the American Medical 
Women’s Association, American School Health 
Association, and North Carolina Public Health 
Association. She also served on the courtesy staff of 
Memorial Mission Hospital. 

Dr. Carr was very active in her community and 


at the time of her death was a member of the Busi- 
ness and Professional Women’s Club, Review Club, 
French Broad River Garden Club, Garden Club of 
America, Children’s Welfare League, Biltmore For- 
est Country Club, North Carolina Society of Colo- 
nial Dames of America, Welfare Planning Council 
of Buncombe County, 
and Mental Hygiene 
Society. She served as 
vice-president of the 
Family Life Education 
Program; as secretary of 
the board of directors, 
Asheville Colored Hos- 
pital; as secretary of 
board of directors of 
Asheville Traveler’s Aid; 
as treasurer, Class of 
1914, Bryn Mawr Col- 
lege; as section presi- 
dent, Asheville Biltmore 
Needle Work Guild, 
and as a board member 
of the Buncombe Coun- 


‘ty Tuberculosis Association and P.T.A. Council. 


She was an active member of All Souls Episcopal 
Church. 

Her contributions to the field of public health 
are bect attested to by this excerpt from the min- 
utes of the Asheville Health Department. 

“Dr. Cart’s unselfish devotion to her work was an 
inspiration to her fellow workers. She was never 
too busy to lend a helping hand to a member of the 
department, a school child, or to the many under- 
privileged who sought her help. With willing heart | 
and ready hand she stood waiting to serve wherever 
service was needed. She lived to bless others and in 
blessing others she herself was blessed by the love 
and esteem in which she was held. Today we sit in 
the shadow of sorrow because her earthly presence 
is gone, but the memory of her cheerful spirit, her 
thought for others, and her deeds of kindness will 
live on in our hearts and we will be better public 
servants because of our association with her.” 

—Irma HENDERSON-SMaTHERS, M.D. 
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ALBUM OF WOMEN IN MEDICINE 


ELIZABETH COMSTOCK, M.D. 


1): EvizaBeTH ComstTock’s zest for living 
and her devotion to her profession have 
not lessened with the passing years. In truth, 
time has but served to accelerate her enjoyrenz of 
life and of people. By 
letter and attendance at 
meetings, Dr. Comstock 
has kept in touch with 
medical women and with 
the progress of medicine. 

Born September 2, 
1875, in Arcadia, Trem- 
pealeau County, Wis- 
consin, Dr. Comstock 
was one of a family of 
four brothers and a sis- 
ter. Her father, Noah 
D. Comstock, had come 
as a pioneer from Low- 
ville, New York, to the 
farmlands of Wisconsin 
and suggested the name 
Arcadia for the village where he settled. A staunch 
believer in opportunities for women, he introduced 
the first bill advocating women’s rights in the 
Wisconsin legislature, and encouraged his daugh- 
ter, Elizabeth, to study medicine. After graduating 
from high school, Dr. Comstock attended the Uni- 
versity of Wisconsin, and then entered Johns Hop- 
kins Medical School for‘a year of study which 
was interrupted by the death of a brother. Rather 
than return to Baltimore where there existed op- 
position to women medical students, she decided 
to seek a friendlier atmosphere, and enrolled in 
the Woman’s Medical College of Pennsylvania, 
graduating in 1901. A year of internship at the 
maternity hospital of the college was followed by 
four years spent at the New York Infirmary for 
Women and Children, where she served under Dr. 
Annie Daniels, Dr. Augusta Vedin, and Dr. Marie 
Chard. 

From 1907 to 1923, Dr. Comstock served in the 
gynecologic and obstetric clinics of the New York 
Infirmary, during which period she practiced in 
the City of New York. Because of the illness of a 
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brother and his wife, Dr. Comstock returned to 
Arcadia where she filled the need for a general 
practitioner. She readily adapted herself to practice 
in a rural community, answering calls at all hours 
and under the severest 
weather conditions. In 
her first thirteen years 
in Arcadia, she delivered 
six cases of placenta 
praevia without the loss 
of a mother or the oc- 
currence of infection. 
Her professional skill 
and experience were 
combined with kindness 
and an abiding love of 
the practice of medicine 
and of her patients. 

She served as the first 
woman physician to be 
president of the Tri 
County Medical Society 
of Buffalo, Trempealeau and Jackson counties, and 
did much to revive the historical society of her 
county. She gave incalculable support to the 
American Women’s Hospitals during the period of 
its beginning. 

Dr. Comstock was apopinted a delegate to the 
Seventh Congress of the Medical Women’s Inter- 
national Association at Lake Gardone, Italy. She 
was also appointed by the AMA as official ob- 
cerver to the World Medical Association meeting 
in Rome; and has credentials from the Wisconsin 
State Medical Society. 

In 1951, Dr. Comstock was honored by the 
Woman’s Medical College of Pennsylvania on 
being a fifty year graduate and the same year was 
also honored by the Tri County Medical Society, 
the Wisconsin State Medical Society, and the 
Woman’s Study Club, for fifty years spent in 
medical practice. 

Dr. Comstock has given much to others; her 
buoyant nature and bigness of heart have aided in 
her success and the fulfillment of her ambition 
which in her own words was “to be a good doctor.” 

—E.izasetH Bass, M.D. 
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DISTRICT OF COLUMBIA. The Southern So- 
ciety of Cancer Cytology held its annual meeting 
in Houston, Texas, November 13, 1955. “Experi- 
ence with Routine Prostatic Cytology in a Cancer 
Clinic” was presented by Dr. Lots I. Pratt of 
Washington. 


Dr. JEANNE C. BATEMAN was the guest speaker, 
September 12, 1955, on the NBC radio program, 
Patty Cavin Capital Bylines. She described a new 
instrument, the liquid scintillation spectrometer, 
which was recently installed at Garfield Memorial 
Hospital. This instrument was demonstrated at the 
recent Atoms for Peace Conference in Geneva, 
Switzerland. 


The Association of Former Internes and Resi- 
dents of Freedmen’s Hospital met for its thirty- 
third annual session at Howard University. Many 
of those who took part in the program were mem- 
bers of the Medical Society of the District of Co- 
lumbia. Titles of some of the papers read at this 
meeting were: “Erythromycin Sensitivity of Micro- 
coccus Pyogenes var. aureus in a Hospital Popula- 
tion (Development of Resistance) ,” by Dr. Mar- 
caret E. Gricssy; “Congenital Cardiovascular 
Anomalies in Adults,” Dr. Leslie Hedgepath, Dr. 
Jean F. Gross, Dr. John B. Johnson, and Dr. John 
W. Lawlah; and “Clinical Aspects of Sickle Cell 
Anemia in Children,” Dr. Roland B. Scott, Dr. 
Melvin Jenkins, Dr. ANcELLA D. Fercuson, and 
Dr. Harriette Crark. 


CALIFORNIA, Dr. DorotHy W. ArKINson of 
San Francisco is moving to a ranch in Windsor, 
Sononia County. She will be busy improving the 
soil and raising sheep, but will also spend a day and 
a half a week in her office. 

The second annual concert of the Los Angeles 
Doctors’ Symphony Orchestra was presented for 
the benefit of the Los Angeles County Physicians 
Aid Association, November 19, 1955, in the Phil- 
harmonic Auditorium. Dr. ExizasetH Mason- 
Hout, president of the Physicians Aid Association, 
serves as impresario for the orchestra. 

ILLINOIS. Dr. Heten C. of Chicago 
is president-elect of the Chicago Society of Allergy 
for 1955-1956. 

Dr. Heten L. Button was appointed clinical 
instructor in the department of diagnostic roent- 
genology at Chicago Medical School. Dr. Minnie 


News of Women in Medicine 


FRANK was appointed clinical assistant in pediatrics. 

Dr. Louise Tavs was one of the physicians who 
participated recently in the series “Your Doctor 
Speaks” over FM station WFJL under the auspices 
of the educational committee of the Illinois State 
Medical Society. Dr. Tavs is clinical assistant pro- 
fessor of dermatology, University of Illinois Col- 
lege of Medicine, and spoke on “Care of the Skin.” 

KANSAS. A meeting of the Tri-County Medical 
Society was held in Harper on September 21, 1955. 
Dr. KATHERINE PENNINGTON, Wichita, spoke on 
“Pediatric Cardiology.” 

Dr. J. Cotter Hirschberg, of the Menninger 
Foundation, Topeka, and Dr. Mary T. D. Gras- 
sEN, Phillipsburg, took part in a ioint meeting held 
in Salina recently by the Kansas Family Life Asso- 
ciation, the Kansas Association for Mental Health, 
and the Kansas Council for Children and Youth. 

NEW JERSEY. Dr. Dorotny Rocers is secre- 
tary and historian of the Gloucester County Medi- 
cal Society for the coming year. 

NEW YORK. A two and one-half hour closed 
circuit medical television program was presented on 
December 7, 1955, by the New York State Society 
of Anesthesiologists in conjunction with their ninth 
postgraduate assembly. “A Preanesthetic Clinic” 
was discussed by Dr. Orca ScHweizer, attending 
anesthesiologist and assistant professor of surgery 
(anesthesiology) , Memorial Center for Cancer and 
Allied Diseases, New York. Dr. Vircinia ApGaR 


‘ presented “Infant Resuscitation.” She is professor 


of anesthesiology, College of Physicians and Sur- 
geons, Columbia University, New York. 

Dr. Marie Pichet Warner of New York at- 
tended the Mid-Year Meeting of the American 
Medical Women’s Association in Cincinnati, Ohio, 
November 11-13, 1955, as delegate of the Women’s 
Medical Society of New York State. 

Three sessions of “Symposium on Tuberculosis 
and Other Pulmonary Diseases in Childhood” will 
be offered during the remainder of the 1955-1956 
academic year by the Post-Graduate Medical School 
of New York University-Bellevue Medical Center, 
under the direction of Dr. Epirn M. Lincotn and 
Dr. Marcaret M. H. Smitn. 

Dr. Heten Wa has been appointed direc- 
tor of the Department of Public Health, Preventive 
Medicine and Industrial Hygiene, at New York 
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NEWS OF WOMEN 


Medical College-Flower and Fifth Avenue Hos- 
pital, City of New York. 


General 


Dr. EstHer Bocen Tietz of Los Angeles gave a 
clinical demonstration of electronarcosis at an In- 
stitute of Psychiatric Treatment held at the Boston 
(Massachusetts) State Hospital recently. 


International 


Great Britain. The annual meeting of the Ameri- 
can Association of Blood Banks was held in Chi- 
cago, November 19-21, 1955. Dr. RuTH SaNncer, 
of London, England, presented “Recent Blood 
Group Distinctions Between Certain Races” at one 
of the scientific sessions. 

At the University of London, Dr. KATHERINE 
G. Litoyp-WiL1aMs has been appointed representa- 
tive of the University on the governing body of the 
Royal Dental Hospital of London, School of 
Dental Surgery. 


India. Dr. EvirH Brown is back in her house- 
boat at Kashmir, and although she is not able to 
walk, she has a wheel chair in which she manages 
to get about the boat; and from her couch in the 
sitting room she has a lovely view and sees all that 
passes up and down the Jhelum. 

Ludhiana Christian Medical College for Women 
was established in 1890 by Dr. Brown (an English 
woman M.D.) with the help of others including 
the Americans Dr. Mauve ALLEN and Dr. Catp- 
WELL of the American Presbyterian Board, and the 
British Dr. Marcaret I. Bacrour, later director 
of the Women’s Medical Service in India. Dr. 
Brown was a graduate of Girton College, and took 
her honors degree examination in Cambridge in 
1882 before studying medicine. She was sent to In- 
dia by the Baptist Zanana Mission. She devoted 
her life to the development of Ludhiana Christian 
Medical College for Women. Just recently, a hos- 
pital of 500 beds connected with the college was 
opened. On Dr. Brown’s ninetieth birthday, March 
24, 1954, the foundation stone of the hospital was 
laid by Rajkumari Amrit Kaur, Minister of Health 
of India. The Minister of Health is not an M.D. 
but is a woman; the only other woman in the world 
to be a minister of health and hold a cabinet posi- 
tion, except for Maria Dmirievna Kovricina, 


MLD., of the U.S.S.R. 
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THESE WERE THE FIRST 


Dr. Mary Louise JENNINGS graduate of the 
University of Buffalo School of Medicine in 1899, 
is said to have been the first woman physician to 
practice in Geneva, New York. 


Dr. Louise Farnam WILSON was the first wo- 
man admitted to the Yale University Medical 
School, where she received her degree in medicine 
in 1920. Following her graduation, she went to 
China as a medical missionary at Yale-In-China. 
She married Dr. H. Bryan Wilson, a British 
scientist, in 1932. Later she retired, and died in 
Sussex England at the age of 57 years. 


Dr. JosEPHINE AGNES JACKSON graduated from 
Northwestern University Women’s Medical School 
in 1896, and was the first Life member of the 
American Medical Women’s Association. Dr. 
Jackson was one of the early women interns at Cook 
County Hospital and practiced in Chicago before 
moving to Pasadena, California, because of illness. 
Dr. Jackson’s book, “Outwitting Our Nerves,” 
(Appleton) has gone into several printings. 


Dr. Amy FLEMING in 1934 succeeded Dame 
Louise McIlroy in the University Chair of Obste- 
trics, London (Royal Free Hospital) School of 
Medicine. In 1925, she was the first woman ap- 
pointed to the staff of the Glasgow Royal Maternity 
Hospital and was assistant surgeon and acting 
pathologist and director of the laboratory in that 
institution. After 1923, Dr. Fleming was engaged 
in research and was examiner for the Central Mid- 
wives Board for Scotland. 


Dr. Doris L. PLoucu, graduate of the Columbia 
University College of Physicians and Surgeons in 
1945, was the first woman physician to be appointed 
house officer of the New Britain General Hospital. 
Following her graduation, Dr. Plough interned at 
Bellevue Hospital. 


Dr. EvizaBpetH W. GamprELL, graduate of the 
Emory University School of Medicine, Atlanta, 
Georgia, was admitted in 1943 as the first woman 
student in medicine in that college. Since 1937, she 
has served as assistant professor of parasitology in 
that institution. 

—E.izasetuH Bass, M.D. 
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Epitor’s Note: These reviews represent the individual 
opinions of the reviewers and not necessarily those of the 


members of the Editorial Board of the JouRNAL. 


OFFICE GYNECOLOGY, By J. P. Greenhill, B.S., 
M.D., F.A.C.S., F.L.C.S., Attending Obstetrician and 
Gynecologist, Michael Reese Hospital; Professor of 
Gynecology, Cook County Graduate School of Medi- 
cine; Attending Gynecologist, Cook County Hospi- 
tal. Sixth Edition, Revised. Pp. 502, figures 127. 
toy $7.75. The Year Book Publishers, Chicago, 


This is an excellent and practical addition to the 
Year Book Series of “General Practice” manuals. There 
is much sound advice here for the general practitioner 
as well as the gynecologist, and as an o“ice manual 
there is no procedure omitted, In fact, a number oi the 
procedures suggested are not usually office procedures. 

The book can certainly be recommended for its de- 
tail of enumeration and its directions for taking gyne- 
cologic histories and performing adequate gynecoiog- 
ic examinations, including examination of the breasts. 
All of the major pathologic states are mentioned and 
there are some excellent photographs accompanying 
the text. 


There is a good chapter on the psychosomatic 
aspects of gynecology and many general practitioners 
would profit by heeding the author’s advice. There are 
several chapters on the endocrine aspects of gynecology 
and on the whole these are very well done. The chap- 
ter on douches is antiquated and has little place in 
modern therapy. Exception may also be made to the 
author s management of bartholinian abscess and cyst. 

This book is rather like a refresher course in office 
gynecology, and if one uses it with that purpose in 
nund, the author’s objectives will be reached. 


—Joan M. Roberts, M.D. 


REACTIONS WITH DRUG THERAPY, By Harry 
L. Alexander, M.D., Emeritus Professor of Clinical 
Medicine, Wahington University Medical School; 
Former Editor of Journal of Allergy. Pp. 301, 33 
figures. Price $7.50. W. B. Saunders Company, 
Philadelphia, 1955. 


This is a welcome addition to the literature on a 
fundamental phase of medicine. It is now possible to 
find in one place concise, authoritative information on 
a subject which has assumed more and more impor- 
tance to the practitioner. Careful reading of the text 
will lessen materially the uncritical evaluation of erup- 
tions, and so forth, occurring in patients receiving 
medicaments, While the number of drugs is large and 
their composition varied, the author has defined his 
subject in such a way as to reduce the data to simple 
terms. He states, “. . . first, that of the many drugs. 
relatively few are in common use—a number estimated 
at less than one thousand. Secondly, although it is true 
that numerous dermatoses may be caused by drugs, a 
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comparatively small number of common lesions ac- 
count for most cases of drug eruptions, Finally, the 
statement that almost any drug has the potential 
capacity to induce sensitization is not borne out by 
the facts. At most, a few hundred are recorded to 
have induced hypersensitivity, and most of them have 
done so infrequently, or are now obsolete.” 


Drug reactions fall, largely, into definite clinical pat- 
terns. Several mechanisms may cause them, Poisoning 
from overdosage of a drug and expected pharma- 
cologic reactions are excluded. In his concept, Alex- 
ander includes allergic eczematous dermatitis from 
external application of a drug. Others do not feel that 
local applications of medicaments constitute true drug 
reactions; their inclusion, however, does not detract 
from the main thesis of the presentation for the prac- 
titioner, and adds useful information. 


In addition to covering the dermatological aspects 
of drug reactions, perhaps the most common, the author 
discusses systemic patterns, anti-infectious and other 
drugs (such as vitamins), and drugs used in various 
system diseases. In general, the coverage is more than 
adequate, and if the reader is especially interested, 
the bibliography is helpful. There are some omissions: 
for example, no mention is noted of hypertrophic gin- 
givitis from dilantin®, or of acneiform and certain 
other lesions from actH. The tables and illustrations 
are so valuable that they make up for any such minor 
omissions. 

The material is presented in 18 chapters followed 
by a good index, The physical character of the book 
is of high quality. This volume had to be written, and 
Alexander has more than fulfilled his mission. 

—Herman Beerman, M.D. 


FLUORIDATION AS A PUBLIC HEALTH MEAS- 
URE. Edited by James H. Shaw, Ph.D., Harvard 
School of Dental Medicine. Pp. 240, with 24 illus- 
trations. Price $4.50. A Publication of the Ameri- 
can Association for the Advancement of Science, 
Washington, 1954. 


Three volumes concerning fluorine and dental 
health have been published by the American Associa- 
tion for the Advancement of Science during the period 
1941 to 1954. This third volume, edited by Professor 
Shaw, with 21 experts contributing chapters, comes at 
a time when the results of experimental fluoridation of 
community water supplies has been made available and 
subjected to careful scrutiny. 

The physician will not be much concerned with the 
four chapters dealing with engineering and control of 
fluoridation. However, the two sections which discuss 
the dental benefit derived from fluoride ingestion and 
external application will be of considerable interest. 
Of greatest value to the physician are the five chapters 
concerned with metabolism, storage and excretion of 
fluorides, chronic fluorosis, and the long-term medical 
studies of communities both with excessive fluoride and 
with beneficial quantities of fluoride in their water 
supplies. 

Co-operation between members of the medical and 
dental professions in matters of health should be aided 
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materially by this book. In addition, it offers ample 
information which both professions can use to answer 
the questions still arising from those who persistently 
oppose fluoridation as a public health measure. 
—RMiriam Clarke, Ph.D. 


CULTURE AND HUMAN FERTILITY. A Study of 
the Relation of Cultural Conditions to Fertility in 
Non-industrial and Transitional Societies. By Frank 
Lorimer. Prepared under the auspices of the Inter- 
national Union for the Scientific Study of Popula- 
tion (Committee on Population Problems of Coun- 
tries in Process of Industrialization) in cooperation 
with the United Nations Educational, Scientific and 
Cultural Organization. Pp. 510. Price $4.50. Colum- 
bia University Press, New York, 1955. 


This valuable work constitutes a study of the cultural 
conditions affecting fertility in different non-industrial 
societies, Such a study, it was assumed, might clarify 
some of the difficult demographic-fertility problems of 
more highly industrialized societies. This has proved 
to be true, and this volume constitutes a substantial 
contribution to our understanding of the problem of 
human population. 

Lorimer’s opening discussion of the subject of pop- 
ulation in pre- and non-industrial societies is a model 
of its kind, and will serve as the authority to which 
all workers in this field will repair. In Part Two, 
Meyer Fortes of Cambridge University presents an 
admirable report of a demographic field study con- 
ducted among the Ashanti of the Gold Coast. All stu- 
dents concerned with the problems of human fertility 
will be interested and informed by this valuable con- 
tribution. In Part Three, K. A. Busia discusses en- 
lighteningly the relation of social conditions to fertility 
on the Gold Coast. In Part Four, Audrey Richards and 
Priscilla Reining report valuable material on fertility 
surveys conducted in 1952 in Buganda and Buhaya. In 
Part Five, Giorgio Mortara reports on fertility rates in 
Brazil. 

Some of the difficulties with which workers in non- 
industrial societies have to contend in all demographic 
studies relating to fertility are that most persons do 
not know the exact date of their birth, and women can 
seldom state the exact time of the menarche. These 
difficulties were encountered by all the Unesco in- 
vestigators, and they have done all that is scientifically 
and humanly possible to overcome these handicaps, 

Everyone connected with this work deserves our 
profound thanks for this important report. The volume 
is beautifully printed; if there is a fault, it is that 
the index is scarcely as complete as one might have 
expected. 

—Ashley Montagu, Ph.D. 


PRINCIPLES OF INTERNAL MEDICINE. Second 
Edition. Edited by T. R. Harrison, M.D., Professor 
of Medicine, Medical College of Alabama, Birming- 
ham; with Raymond D. Adams, M.D., Paul B. Bee- 
son, M.D., William H. Resnik, M.D., George W. 
Thorn, M.D., and M. M. Wintrobe, M.D. Pp. 1,703, 
206 figures, 149 tables, Price $16.00. The Blakiston 
Company, Inc., New York, 1954. 

The second edition of this popular text retains the 
original arrangement of subject matter. In the first 
section will be found an integration of the pertinent 
facts of the preclinical sciences with clinical medicine. 
This part has been revised and continues to present 
recent advances. In this manner it satisfies the trend 
toward more correlation in modern medical education. 

Physiologic aspects of internal medicine are partic- 
ularly well presented and provide the student with 
the basic thinking so necessary in the following clinical 
years. For example, interesting presentations of electro- 
lyte imbalance, principles of neoplasia, aging, stress, 
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metabolism, and metabolic disorders kindle interest 
and accent the usefulness of studies during the early 
medical years. 

Principles of therapy have been grouped in a new 
section of this edition. Specific disease entities are next 
discussed. The information contained here is both con- 
cise and up-to-date. Lack of repetition continues to 
be a commendable feature of the text. References, 
while few, are well selected. The index is adequate, 


This second edition is slightly larger than the first. 
The revised volume is recommended to both student 
and general internist. The former will find it a most 
useful reference at home or in the library, The latter 
will probably prefer the same text in two volumes and 
should find it a welcome addition to a small office 
library. Both student and practitioner should read the 
instructions contained in the preface before using the 
book as a help in the solution of various problems 
encountered in the field of internal medicine. 

—William G. Leaman, Jr., M.D. 


HANDBOOK OF TREATMENT. By Harold Thomas 
Hyman, M.D., Author of “Integrated Practice of 
Medicine” and “Handbook of Differential Diag- 
nosis.” Pp, 471. Price $8.00. J. B. Lippincott Com- 
pany, Philadelphia, 1955. 


This is the natural sequel to the “Handbook of 
Differential Diagnosis” written by Dr. Hyman two 
years ago. The book is well indexed, and the more than 
two hundred subjects listed in the table of contents 
are discussed with brevity and clarity. Only the neces- 
sary minimum of space is devoted to diagnosis, the 
remainder of which is well utilized in the direct and 
lucid approach to treatment. The suggested treat- 
ments, in general, are notable in embracing the mod- 
ern concepts of etiology and efficacy. The labeling 
of many treatments as either obsolete or ineffective is 
particularly helpful. Many interesting tables and 
classifications are included. An example of this is the 
listings of all the commercially available adrenergens 
and the adrenergen antagonists. 


The use of trade names of the manufacturer, instead 
of generic names for drugs advocated for use, shows 
the author’s own personal preference rather than 
products of other manufacturers that may be equally 
effective. Many clinicians will disagree with Dr. 
Tolstoi on the treatment of diabetes, as described in 
the book, and may feel that more strict control of 
hyperglycemia is desirable. The reason for advising 
globin insulin instead of isophane insulin is not entire- 
ly clear. No mention is made of lente insulin. 

In general, the book is well-written and is recom- 
mended to practitioner, resident, and intern alike. It 
is not intended for the specialist. 


—George A. Hess, M.D. 


NONTUBERCULOUS DISEASES OF THE CHEST. 
Sponsored by the American College of Chest Physi- 
cians, Edited by Andrew L. Banyai M.D, Pp. 1,139, 
illustrated. Price $18.75, Charles C Thomas, Spring- 
field, Illinois, 1954. 


This volume on nontuberculous diseases of the chest 
will find a ready acceptance from both chest specialists 
and practicing physicians. Now that the problem of 
tuberculosis appears to be well in hand, attention is 
being focussed upon other chronic chest diseases which 
are equally important, The 37 contributors to this book 
represent outstanding specialists in the field, and they 
have compiled a complete and authoritative discussion 
of the subject. 

Its value as a textbook and reference book is in- 
—— by a bibliography appended at the end of each 
article. 


-Ada Chree Reid, M.D. 
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THE MECHANISM OF LABOUR, By Erik Rydberg, 
M.D., Professor of Obstetrics and Gynaecology, 
University of Copenhagen, Copenhagen, Denmark. 
A Monograph in the Bannerstone Division of Ameri- 
can Lectures in Gynecology and Obstetrics. Pp. 180, 
illustrated. Price $4.75, Charles C Thomas, Spring- 
field, Illinois, 1954. 

This publication reports a complete exposition of a 
theory of the mechanism of labour. First, historical 
and current opinions on the subject are reviewed; then 
the author shows how the mechanism of labour can 
be duplicated experimentally to prove the main point 
of his theory, that “the movements of the fetal head 
during labour are determined essentially by the shape 
of the head and the shape, elasticity and plasticity of 
the walls of the soft birth canal.” He concludes that 
vertex rotations and flexions are determined by head 
configuration. He passed a carefully shaped wooden 
model of the fetal head through a lubricated rubber 
tube under air or manual pressure, thus duplicating the 
mechanism in vivo. To his own satisfaction, he cer- 
tainly proves his theory. 

Dr. Rydberg has a logical geometric exposition in 
Chapter 6, aiming at an exact interpretation of the 
rotational movements of the experimental models and 
of the fetal head in parturition. This mechanical 
analysis will be stimulating reading for those close to 
their solid geometry. On the whole this book can be 
recommended as a valuable adjunct to our obstetric 
knowledge. 

—Hannah E. Seitzick, M.D. 


FUNDAMENTALS OF OTOLARYNGOLOGY, A 
TEXTBOOK OF EAR, NOSE AND THROAT 
DISEASES. By Lawrence R, Boies, M.D., Clinical 
Professor of Otolaryngology; Director of Division of 
Otolaryngology, University of Minnesota Medical 
School. Second Edition. Pp. 487 with 197 figures. 
Price $7.00. W. B, Saunders Company, Philadelphia, 
1954. 


This is a compact, inexpensive texibook designed 
for the general practitioner and the medical student. 
There have been very few otolaryngology textbooks 
which are both concise and adequate, and Boies’ should 
fill a long felt need. The methods of diagnosis and 
treatment as given in the book represent very well the 
opinions of most otolaryngologists today. 

The book is well organized; covers ear, nose and 
throat, and endoscopy; and the index by symptoms, 
tinnitus, vertigo, hoarseness. and so forth, should prove 
helpful to the physician who is inexperienced in this 
field. The discussion of hearing aids and speech read- 
ing is good, and the inclusion of approximate prices of 
hearing aids is an unusual feature. The younger prac- 
titioner will like the separate chapter on therapy, 
where discussion of the older treatments and medica- 
tions as well as the newer preparations is presented for 
quick reference. 

The final chapter on “Possibilities of Transudate 
Disorders in Otolaryngology” mentions the role of en- 
docrine and autonomic imbalance and is so important 
that it might well have been presented in greater detail. 

This book accomplishes very well its object “to 
offer fundamental information to the medical student 
and to the physician who is not a specialist.” 

—Emily Lois Van Loon, M.D. 


ADVANCED SURGERY OF CATARACT. By 
Daniel B. Kirby, M.D., F.A.C.S., Professor Emeri- 
tus of Ophthalmology, New York University College 
of Medicine; Surgeon, Department of Ophthalmol- 
ogy, University Hospital; Consulting Surgeon; 
Manhattan Eve, Ear and Throat Hospital; New 
York Eye and Ear Infirmary; St. Clare’s Eye Hos- 
pital; Eye Department, New Rochelle Hospital. Pp. 
271, with 138 figures and 96 illustrations. Price 


$27.00. J. B. Lippincott Company, Philadelphia, 
1955, 


Authoritative authorship, skillful composition, and 
lucid illustration characterize this monograph that 
comes from the pen of a master ophthalmic surgeon 
whose world-wide reputation was founded on years 
of painstaking research and study. 

This treatise is a follow-up volume to Dr. Kirby’s 
textbook, “Surgery of Cataract,” and presents his own 
“definitive conclusions regarding controversial points.” 
In the specialized domain of the oculist, Dr. Kirby’s 
solid, well-founded exposition of intra-ocular surgery 
is a delight by its perspicuity. Emphasis throughout 
this work is on exactness in each detail of procedure. 

The arrangement of the text follows a comprehen- 
sible sequence of diagnosis, preoperative care, opera- 
tive procedures, complications, and postoperative treat- 
ment. The author pioneered in the use of curare in 
ophthalmic surgery and he devotes several pages to a 
graphic description concerning its use. In an 80 page 
chapter devoted to the actual lens extraction, the au- 
thor describes explicitly each step in his intracapsular 
technique which he did much to popularize in this 
country. The dynamics of his operative practices are 
accurately illustrated by many fine line drawings, some 
in color. Finally, the author delineates sharply the 
avoidable complications confronting the surgeon and 
methods of circumventing these pitfalls. 

This textbook belongs in the library of every op- 
erating ophthalmologist. 

—Robert E. Murto, M.D. 


X-RAY ATLAS AND MANUAL OF ESOPHAGUS 
STOMACH AND DUODENUM. By T. J. J. H 
Meuwissen, Consulting Physician and Radiologist 
at Eindhoven (The Netherlands), with an Intro- 
duction by Robert D. Moreton, M.D., F.A.C.R., 
Radiologist at Fort Worth, Texas. Pp. 687, with 
1,201 figures. Price $25.00. Elsevier Press, Houston, 
Texas, 1955. 

This large volume is an excellent combination of 
text material and atlas. 

The text is divided into three main sections: Pharynx 
and Esophagus, The Stomach. and The Duodenum. A 
very short discussion of the postoperative stomach is 
appended. Each section of the text is followed by 
brief case presentations and excellent reproductions of 
films of these cases. As in most atlases, the films re- 
produced are, as a whole, very typical of the diseases 
they illustrate. 

The case histories accompanying the illustrations 
give all the essential clinical history and laboratory 
findings, and make an interesting review for even those 
experienced in roentgenogram interpretation. Photo- 
graphs of the gross specimens are frequently shown. 

The text material is adequate, to the point, and in- 
formative. This book is an excellent volume to be rec- 
ommended to anyone interested in the radiology of 
the upper gastrointestinal tract. 

—M. Paul Mains, M.D. 
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PICTURE CREDITS 

Pages 70 and 71 — Courtesy of Academic 
Travel Abroad, Inc., New York, New York. 

—Courtesy of Finnish National Travel Serv- 
ice, New York, New York. 

—Courtesy of Franz Schneider, Luzern, 
Switzerland. 

—Courtesy of German Tourist Information 
Office, New York, New York. 

Page 76—Courtesy of June Glenn, Asheville, 
North Carolina. 

Page 77—Courtesy of Roland W. Finner, 
Dodge, Wisconsin, 
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EDITORIAL FORECAST 


March 1956 


“Anesthesia for Vaginal Delivery,” by Virginia Apgar, M.D. 


“Anterior Diagnostic Pneumomediastinum in Infancy and Childhood: Tridimensional Radiologic Investiga- 


tions,” by Luisa M. Massimo, M.D., and Alda M. Piga, M.D., of the University of Genoa, Italy. 


“World Federation for Mental Health and European League for Mental Hygiene,” reported by Doris M. 
Odlum, M.A., M.R.C.S., L.R.C.P., D.P.M. 


The fourth in a series of articles on Industrial Medicine, one of the papers presented in a symposium at the 
Annual Meeting of the American Medical Women’s Association, June 4, 1955, is entitled “Alcoholism 
in Industry,” by Adelaide Romaine, M.D. 


In April, a special issue will celebrate the Tenth Anniversary of the JouRNAL OF THE AMERICAN MEpICAL 
Women’s AssociaTION. 


AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 
APPLICATION FOR MEMBERSHIP 


Address (Permanent) 


(Please check address to which JouRNAL and AMWA correspondence are to be mailed.) 


Certification by American Board of.......... Year... 


Medical Society Affiliations 


Check membership desired: 

C1 Life-Dues $200 (May be paid in two installments in two consecutive years). 

C Active-Dues $10 per annum. (Branch dues not included in Active membership dues and are payable to 
Branch treasurer.) 


OC Associate-No dues. (C Junior-No dues. 
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For bigger appetites and better health—at any age 


Redisol. 


CRYSTALLINE VITAMIN By, 


Mayor ADVANTAGES: Helps patients gain weight. Stimulates hemo- 
poiesis. Elixir and Tablets readily blend with milk, juices and infant 


Philadelphia 1, Pa. 
formulas. DIVISION OF 
Supplied as Repisox Soluble Tablets: 25, 50, 100 mcg.; cherry-flavored MERCK & CO., INC. 


Elixir: 5 meg. per 5 cc.; Injectable: 30, 100, 1000 mcg. per cc. 


CONSTITUTION OF THE AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 


Article III, Section 1a. Active Members “shall be members of a Branch, if any local Branch exists; if not, they may be 
Members-at-large.” 


Article III, Section 6. Associate Members ‘‘shall be: (1) Medical women in the first year of practice; (2) women interns, 
residents-in-training, and fellows. Associate members shall not pay dues and shall have all privileges of memberships, 
except voting, holding office, and membership in the Medical Women’s International Association.” 


Article III, Section 7. Junior Members ‘‘shall be members of Junior Branches in the four undergraduate years of medical 
school.” 


All members receive the official publication, the JouRNAL OF THE AMERICAN MepicaL Women’s Asso- 


ciaTIon. Life and Active members receive membership in the Medical Women’s International Association. 


Endorsers are required only if applicant is NOT a member of a State or County medical society. En- 


dorsers must be members of American Medical Women’s Association. 


Checks payable to the American Medical Women’s Association, Inc. must accompany application. Mail 
to Treasurer, A.M.W.A., 1790 Broadway, Room 409, New York 19, New York, or to Branch Treasurer. 
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in pregnancy...a good nutritional start 


RAPSHALS® 


vitamin-mineral combination 


Prescribed early in pregnancy, NATABEC 
Kapseals get your patients off to a good nutri- 
tional start—help keep vitamin-mineral intake 
abreast of increased nutritional needs. 
NATABEC Kapseals provide iron and calcium, 
as well as important vitamins in a formulation 


FPAREE]E, DAVIS & COMPANY 
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expressly designed to protect the health of 
both mother and child. 


posacE: As a dietary supplement during preg- 
nancy and lactation, one or more Kapseals 
daily. Available in bottles of 100 and 1,000. ° 
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Each fluidounce contains: 

Neomycin sulfate . 300 mg. (4% grs.) 

[equivalent to 210 mg. (3% grs.) neo- 
mycin base] 


Kaolin . . . . . 5.832 Gm. (90 grs.) 
0.130 Gm. ( 2 grs.) 
Suspended with methylcellulose 1.25% 
Supplied: 


6-fluidounce and pint bottles 
The Upjohn Company, Kalamazoo, Michigan 


Upjohn 


Bacterial 
diarrheas... 


KKaopect tate 


with 
omycin 
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¢ ¢2 Women in all walks of life find Tampax 

gv intravaginal tampons a more comfortable, 
g? improved method of menstrual hygiene, 
permitting uninterrupted pursuit 
of their activities. 
Enthusiastic approval by the medical 
profession, as well as continued use by 
innumerable thousands of patients, indicate 
the high degree of satisfaction inherent in the 
Tampax technique of absorption of the menses. 
Three Absorbencies: Regular, Super, and Junior 
COMFORTABLE — physically and psychologically 
CONVENIENT — easy to use, with individual applicators 
SAFE — eliminates odor and irritation 


PROFESSIONAL SAMPLES ON REQUEST 


TAMPAX INCORPORATED + PALMER, MASS. 
MW-2-6 
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-the night amour of Anew 


Clemental Iron .......... 210 mg. 
(as Ferrous Sulfate) 


anti - pernicious actwi 
BeEvivoraL® ..1 U.S.P. Oral Unit 


(Vitamin B12 with Intrinsic Factor 
2 IBEROL FILMTABS SUPPLY: Concentrate, Abbott) 


Ascorbic Acid ......... 150 mg. 
Liver Fraction 2, N.F. .. 200 mg. 
Thiamine Mononitrate .... 6 mg. 
6 mg. 
Nicotinamide ..... 
Pyridoxine Hydrochloride .. 3 mg. 
Pantothenic Acid ........ 6 mg. 


a-a day therapy for the anemias 
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blue at breakfast? 


(BRAND OF MECLIZINE HCI, PYRIDOXINE HCl!) 


S tops morning Fifteen investigators have now con- 


firmed BONADOXIN’s efficacy. In 
: 287 patients treated for nausea and 
S wckness vomiting of pregnancy, BONADOXIN 
was “of great benefit in 90.8% of the 


‘piel of ten “within cases.” Complete relief was often 


afforded “within a few hours.” 


21 Each BONADOXIN tablet contains: 
a few hours . 


Mild cases: One BONADOXIN tablet 
at bedtime. Severe cases: One at 
bedtime and on arising. 


in bottles of 25 and 100, prescription 
only. Also indicated in post-radiation 
sickness, nausea following surgery, 
Méniére’s syndrome. 


1. Groskloss, H. H. et al.: 
Bonadoxin®: a unique control for 

nausea and vomiting of pregnancy. 
Clin. Med. : 2:885 (Sept.) 1955. 
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From the ripe golden beauty of the fruit 
comes an influence for the finest fruition 
of all—the ripe offspring of love—children 


of today, men of tomorrow. A synergistic ° 


combination of hesperidin and ascorbic \ 
acid, Hesper-C is recommended as an | 

integral part of any regimen for fetal 
salvage. Maintaining capillary integrity 
during the critical months? guards against 
abruptio placentae. In 100 patients whose 
420 previous pregnancies resulted in 95% 
fetal wastage, the addition of Hesper-C to 
current therapy completely reversed the | 
figure and resulted in 95% fetal salvage.* | 


Remember Rx Hesper-C along with your \ 


usual therapy—it makes the difference. 
Maintain the integrity of the capillaries 


throughout pregnancy. 


PRODUCTS oF 


oo 


FETAL SALVAGE 


is PER- 


1. Increased fragility of the 
uterine capillaries leads to 
an effusion of blood 
into the decidua basalis. 


This is the beginning of 


2. Abruptio placentae 


DOSAGE: Initially 6 capsules or more 
per day for the first week. Then 4 capsules 
daily. 

SUPPLIED: Hesper-C (hesperidin 100 
mg. and ascorbic acid 100 mg.) capsules 
are available in bottles of 100 and 1000. 

ON YOUR PRESCRIPTION ONLY 

Send for samples and reprints. 


The film “CLINICAL ENZYMOLOGY” 
is now available for showing at medical 
meetings upon your request. And be sure 
to watch for the MED-AUDIOGRAPHS, 
a series of recorded clinical discussions. 
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1, Dill, L. V., Med. Annals of D. C. 23:12, 1954 
2. Greenblatt, R. B., Obst. & Gyn. 2:5, 1953 

3. Javert, C. T., Obst. & Gyn. 3:4, 1954 
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Flexible vitamin Biz therapy for patients of all ages 
Redisol. 


CRYSTALLINE VITAMIN Bio 


Major ADVANTAGES: Increases appetite, helps patients gain weight. 
Stimulates hemopoiesis. Available as Elixir, Tablets and Injectables for 


maximum flexibility of dosage. Elixir and Tablets readily blend with Philadelphia 1, Pa. 
milk, juices, infant formulas. DIVISION OF 
Supplied as Repisot Soluble Tablets: 25, 50, 100 meg.; cherry-flavored MERCK & CO. INC. 


Elixir: 5 mcg. per 5 cc.; Injectable: 30, 100, 1000 mcg. per cc. 


AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 
1790 Broadway New York 19, N.Y. 
APPLICATION FOR JUNIOR MEMBERSHIP 


(Please check address to which the JournaL and AMWA correspondence are to be mailed.) 

Junior membership does not require payment of dues. 
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a complete 


prenatal 
formula, 


phosphorus-free! 


PRENATAL VITAMIN-MINERAL CAPSULES LEDERLE 


If you find your patients complain exces- 
sively of muscle cramps due to high phos- 
phorus intake, prescribe CYESICAPS. Each 
capsule provides 22 vitamins and minerals 
plus purified intrinsic factor concentrate; 
calcium is supplied as calcium lactate, its 
most readily assimilated form. This well- 
balanced formula is indicated throughout 
pregnancy and lactation. 


Dosage: 1 or 2 capsules 3 times daily. 


filled sealed capsules 


a Lederle exclusive, for more rapid and 
complete absorption. No oils, no paste, 
no aftertaste! 
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Six capsules supply: 


Calcium (66 Lactate). 600 mg 
Intrinsic Factor Concentrate........... 1.5 mg. 
6,000 U.S.P. Units 
400 U.S.P. Units 
Thiamine Mononitrate (B:)............- 1.5 mg. 
Vitatin Bis. 6 mcgm 
Ascorbic Acid... 150 mg 
Folic ACId. 2 meg. 
Pyridoxine HCI (Ba). 6 mg. 
Calcium 6 mg. 
Vitamin K 1.5 meg. 
lron (as FeSO, exsiccated)..........+.+. 15 mg. 
Vitamin E (as Tocophery! Acetate)....... 61.U. 
lodine (aS 0.1 mg. 
GEE CBF 0.09 mg 
Potassium (aS K2SO4)..... 5 mg. 
Manganese (aS 0.3 mg 
Magnesium (as MgO)........eeeeeeeeee 0.9 mg 
Molybdenum (as NazMoO,.2H:;0).... 0.15 mg 


*Reg. U.S. Pat. Off. 


LEDERLE LABORATORIES DIVISION aweascaw Ganamid company PEARL RIVER, NEW YORK 
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“the of 
is ample 
"Vaginal discharge is a common complaint amongst 
women of all ages ... this is one of the conditions 
in which the gratitude of the patient is ample 


reward for the time and trouble spent in treatment," 


states one investigator. Gantrisin Vaginal 


Cream is highly effective against 
many sulfonamide-susceptible 
microorganisms which are 
frequently found in vaginal and 
cervical infections. Its acid 
pH of 4.6 promotes the return 
of the flora found in a 
healthy vagina. 

Gantrisin®-- brand of 


sulfisoxazole 


Hoffmann - La Roche Inc 


Nutley Nd. 
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Sulfasuxidine. 


SUCCINYLSULFATHIAZOLE 


“most satisfactory’ sulfonamide for 
intestinal antisepsis 


991 


MAJOR ADVANTAGES: Reduces intestinal coliforms 95—99.9 per cent.2 Minimizes 
risk of local infections. Notably nontoxic. Aids in mechanical preparation of G.|. tract. 


SULFASUXIDINE for smooth recovery from enteric surgery 


“Sterilization” of the bowel has become a part of preoper- Also available: CREMOSUXIDINE®, a palatable suspen- 
ative and postoperative routine in surgery of the colon. sion “Sulfasuxidine” with pectin and kaolin, is supplied 
The desired suppression of bacterial growth may be effec- in 16 fi. oz. bottles. 
tively achieved with SULFASUXIDINE. Limited systemic 
absorption’ insures maximum local effect, minimum in- 
cidence of toxicity. Healing “simulates primary tissue 
repair.” 

In acute and chronic colitis SULFASUXIDINE is also 
valuable.* SULFASUXIDINE is supplied as 0.5 Gm. tablets, 


and as a powder in ¥%4-lb. and 1-Ib. bottles. Dosage is 0.25 Philadelphia 1, Pa. 
Gm. per kg. body weight per day. DIVISION OF MERCK & CO., Inc, 


References: 1. J.A.M.A. 153:1516, 1953. 2. M. Clin. North America 27:189, 1913. 3. Surgery 18:200, 1945. 4, N.N.R. 1954, p. 107, 
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In all your pregnant patients 


1. Diet is important 


2. ...and so is adequate supplementation 


for prenatal vitamin-mineral protection, 


choose between 


new, phosphorus-free 


atalins- 
Mead prenatal vitamin-mineral capsules 


Contain calcium...no phosphorus 


Natalins’ 


Mead prenatal vitamin-mineral capsules 


Contain both calcium and phosphorus 


Both alike in patient acceptance 


¢ SMALL SIZE...casy to swallow 
¢ SMALL DOSAGE... just 1 capsule t.i.d. 
* ECONOMICAL, TOO! 


SYMBOL OF SERVICE IN MEDICINE 
MEAD JOHNSON & COMPANY + EVANSVILLE 21, INDIANA 
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